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American College of Surgeons, from the 





Surgeon’s Standpoint 


A. C. Scott, M. D., Temple, Texas 


r } “MHAT the standardization of American hospitals 

which has been undertaken by the American Col- 

lege of Surgeons is a worthy though stupendous 
task no one who has a fair understanding of the subject 
will doubt. That the undertaking should meet with 
much opposition was to be expected. That our great 
secretary-general with his able group of co-workers 
should ultimately succeed, no one who knew him ever 
doubted ; but that such wonderful results would be ob- 
tained in so short a time impresses one as being little 
short of miraculous. 

With only 89 out of 691 hospitals of 100 or more 
bed capacity in the United States and Canada meeting 
the minimum standard at the beginning, it is astonishing 
that, in the short space of time this work has been under 
way, considerably more than half the number have met 
the requirements and others are now falling into line 
with great rapidity. 

Reformation is easy or difficult according to the 
measure of its need. Doubtless some hospitals have had 
such a low standard that it would seem to be most diffi- 
cult or impossible for them to meet the College Standard, 
but the activities of the American College of Surgeons 
have so aroused hospital authorities over the country that 
many of them have seen their weaknesses as never be- 
fore and have shown a disposition to make most radical 
changes wherever indicated. These changes, as a rule, 
have received the endorsement and met the hearty co- 
operation of progressive surgeons who were doing honest 
work. 

College Requirements Not Arbitrary. 

Hospital authorities everywhere have had much less 


difficulty in meeting the requirements of the college in 
so far as buildings and equipment are concerned. Super- 
intendents and managing boards have for a long time 
appreciated the value of X-ray and pathological labora- 
tory equipment. They have been charmed with the bril- 


liancy of nickel-plated sterilizers, glass-topped tables and 
white enameled furniture. . 
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Money was spent lavishly for these things even be- 
fore the American College began its inspections, but the 
level headed men at the head of the college were not to 
be dazzled by such display to the extent of accepting 
them as final proof of a hospital’s high rank. They 
fully realized that a hospital is either safe or unsafe for 
the public according to the kind of work done by the men 
who are intrusted with the scientific work, and that ilere 
is no better way of judging its character than by the re- 
cords they keep. 

The requirements of the college are by no means 
arbitrary. They are plain, common sense requirements 
which give, as far as may be possible, assurance that the 
work is first of all honest and that it is sufficiently scien- 
tific to be reasonably safe. 

When the American College inspector or surveyor 
came to our hospital we were delighted to see him but 
we had some misgivings for we feared that he might 
find some fault with our buildings or possibly with the 
way the house-keeping was done or how the repairs were 
kept up. However, we spent much time in showing him 
the reception rooms, library, operating rooms, X-ray 
equipment, pathological laboratory, large, well-ventil- 
ated bedrooms, broad galleries and roof garden. 

With all this no expression of particular interest 
was detected or heard. In fact, he appeared to be some- 
what bored and finally said: “Have you a record 
room ?” 

The Heart of a Hospital. 

Fortunately for us, we had and we soon found that 
this was considered the real heart of a hospital. Here 
the College representative delved into the various files 
and began a series of questions which kept us in suspense 
until the last case containing records was scrutinized, 
when he gave us the first look of satisfaction we had de- 
tected. Modesty forbids repetition of his remarks of 
approval, but I must be frank to say that he criticized 
the use of lead pencils in history records, the very limited 
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number of autopsies held and the small number of fol- 
low-up records found. 

The inspector’s visit gave us a new impetus and the 
suggestions made at the time and since sent out from 
Dr. Martin’s office have proved very helpful indeed. It 
was an easy matter to furnish a fountain pen to each one 
concerned in writing histories and require all records to 
be made in ink. We soon made it the special duty of 
the doctor in charge of post-operative treatment to ob- 
tain consent for autopsies and the result has*been quite 
satisfactory, often revealing information of vital inter- 
est to relatives and helpful to us. 

To procure post-hospital records with a higher de- 
gree of efficiency we have printed a general follow-up let- 
ter and also a number of special letter forms designed 
to obtain specific information concerning cases of goiter, 
cancer, hernia, ete. 

Acting upon suggestions made by the American 
College of Surgeons since the first visit of the surveyor, 
we have adopted rules and regulations, some of which 
seemed to us superfluous, but designed to more definitely 
harmonize our institution with the others which were 
meeting the standard. 

For instance: the practice of fee splitting was 
never at any time practiced or countenanced, and since 
we had a closed staff, all of whom were working with or 
under one directing head, who opposed fee-splitting long 
before the organization of the college, there seemed to 
be no occasion for a new regulation upon this subject, 
but to make a formal declaration in conformity with the 
College standards, our Board of Directors passed reso- 
lutions as follows: 


Rules Against Fee Splitting. 
“Whereas, notwithstanding the fact that the staff 


of the Temple Sanitarium has never engaged in the prac- 
tice of fee splitting, it appears proper at this time to go 
on record regarding this baneful practice, therefore, be it 
resolved : 

First, that such practice be condemned from every 
standpoint. 

Second, that no physician, surgeon or other special- 
ist known or justly suspected of engaging in the prac- 
tice of fee splitting shall be retained upon the staff or 
permitted the privilege of this institution. 

Then in further compliance with the College Stand- 
ard it was resolved that one staff meeting per month 
shall be devoted to the review and analysis of the clinical 
experience in the various departments of the hospital ; 
the clinical records of patients both free and pay to be 
the basis of such review and analysis.” 

For many years we have been holding staff meetings 
either weekly or bi-weekly. At these meetings members 
of the staff presented scientific papers and reports cover- 
ing the observations made while attending various clinics 
and in attendance upon County, State and National 
Medical Societies. 

Clinical cases occurring in our own institution were 
frequently the subject of discussion, but to conform with 


the practice of the American College we adopted the 
above rule providing that at least one meeting per month 
should be devoted to the analysis and discussion of clin- 
ical cases admitted to the institution. Neither of the 
measures entailed any unusual effort or difficult change 
in our practices. 


Improving Detail Labors 

The critical examination of our records made by 
the surveyor impressed us with the importance of atten- 
tion to details and after his visit we found so many 
places for improvement that for a year we studied the 
records, not only of the college, but of those of our best 
American hospitals which were meeting the minimum 
standard requirements of the College. 

The result was that we completely revised our re- 
cords so that they not only meet the minimum require- 
ments of the college, as previously, but include what we 
believe to be the best features found in all of the hos- 
pital records we examined. 

While the records were new and at first presented 
strange difficulties, I am pleased to say that our doctors 
soon learned the new details and with a little practice 
the apparent difficulties disappeared. 

With the new interest developed, the value of the 
records to the hospital surgeon, the home physician and 
the patient is considered, next to the patient himself, of 
greater importance than anything else about the hos- 
pital. So much is this true that our records now occupy 
the largest and best room in the hospital, and it is graced 
by two full time clerks who are authorized to turn back 
to the responsible doctor for correction any record which 
is not complete in every detail. 

If any real difficulty should be claimed it would be 
the task experienced in arranging a general history sheet 
which would contain a proper presentation of all the de- 
sirable information without proving bunglesome for 
short histories and yet provide for histories of unusual 
length. 

Complete Disease Index Files. 

To this was added special sheets for pathological, 
clinical and X-ray laboratories which were designed to 
carry sufficient record space for repeated examinations 
and yet avoid a waste of paper which tends to make a 
record system cumbersome and difficult to house. Pro- 
gress, summary and follow up sheets were also definitely 
formulated in such a manner as to avoid omission of any 
detailed information, essential to a perfect record and 
finally a system of binding was adopted which gives the 
records a more useful and permanent form. 

No hospital record system is complete without both 
name and disease index files and in our work the latter 
is at present receiving most careful attention. 

No industrial or commercial institution would exist 
very long or be considered to be upon a sound basis which 
did not keep a set of books in which was recorded the 
details of every financial transaction. Neither should 
a hospital dealing daily with human ills of a most com- 

















plicated character expect to be classified as a sound in- 
stitution unless it will properly record all things essen- 
tial to safe dealing with a suffering and trusting public. 

The minimum standard of the American College of 
Surgeons is the least that a hospital can do to place itself 
upon a safe basis deserving of public trust and I want 
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to assure those hospital authorities of Texas who have 
not already done so that with a record system once es- 
tablished and a staff of competent, interested doctors, the 
matter of complying with the minimum standard of the 
American College of Surgeons is not by any means a 
difficult task. 


Medical Education 


Bernard F. McGrath, M. D., Marquette University School of Medicine, Milwaukee Wis. 


[EWED in a broad way, the practice of medicine 

embraces every phase of the medical world, and 

the strength of its structure is dependent upon 
the solidity of its foundation—namely, medical educa- 
tion. 

Medical education is the development of the indi- 
vidual to his fullest capacity as a physician. 

The physician’s life. The scientific functions of 
the physician are involved in the prevention, alleviation 
and cure of both the physical and the mental ills of 
man. From the very nature of these functions it is 
evident that the physician is brought into most intimate 
contact with the body, the heart and the mind of the 
human family. 

Because of these manifestly serious scientific re- 
sponsibilities; because also of this position of sacred 
trust in the family and community; and, further 
because of the physician’s influence as to the well or 
ill-being of the entire medical world, it follows that 
highest attainable standard of medical education is the 
only logical one, and should be demanded by humanity 
on the plea of self-protection. 

Hence, predicated for medical education is the duty 
to give to the world the physician who, first is adequately 
equipped in the art and science of medicine; and, 
secondly, is an individual of sterling ethical qualifica- 
tions. 

It is obvious that the first requisite for marked 
success in the practical application of a science is that a 
fundamental knowledge of this science exists. But the 
existence of such scientific knowledge can only be real- 
ized by the genuine scientist carefully working through 
a long period of time. 

Broadly considered, medicine is a study of all 
the sciences involved in the normal and the pathological 
biology of man. It is an undeniable fact that a funda- 
mental knowledge of many of these biologic sciences is 
far from realized. This inadequate state has been at- 
tributed to the comparative youth of modern medicine, 
but there are other and avoidable causes which have 
retarded our scientific advancement. 

The realization of genuine scientists and the correct 
principles of ethics in medicine depends, in the first 
place, upon the correct selection of the student; and, 
secondly, upon the soundness of the educational system 
in which the student makes his medical course. 

In selecting the student, his natural and acquired 
qualifications should be carefully considered. Natural 





qualifications embrace physical, intellectual and moral 
aptitude for the life of the scientific and ethical phy- 
sician; the acquired qualifications involve a preliminary 
training which is a fitting preparation for the study of 
the art and science of medicine. 

Aside from normal health, physical aptitude is a 
reflex constitution adapted for skill in medical art; 
for example, a bent for the technic of the laboratory, 
for the various tests of diagnosis, and for the treatment 
of disease, such as the surgical or some other special 
phase. 

Intellectual aptitude is a special talent for the 
art and science of medicine in contradistinction to a 
talent for mechanics, law, politics, business or some 
other path of life. 

Moral aptitude is a particular, sterling type of man- 
hood which is essential for honest scientific research 
and for the intimate relationship of the physician with 
the life of the human family. 

Preliminary training. ‘This should consist of a 
true liberal education and special courses in physics, 
mechanics, chemistry and biology of the lower grades 
of being. Liberal education involves a fundamental 
knowledge of the principles of logic, ethics and natural 
theology. The science of logic is the instrument of 
correct thinking; the science of ethics is the instrument 
of correct human conduct, the proper relations of man 
to man; the science of theology covers man’s actions 
toward the Deity. Further considered as essential, at 
least as a strong desideratum is a practically working 
knowledge of certain languages, such for example, as 
Latin, Greek, German and French. 

A standard such as this for entrance into the 
medical course may appear unnecessary, but is it too 
high when viewed in the light of the physician’s grave 
responsibilities ? 

Medical course. The next essential for the develop- 
ment of the scientific and ethical physician is a medical 
course which is adequate. This course should be viewed 
as beginning with the student’s entrance into the medi- 
cal school and ending with his graduation from hospital 
internship; hence, the training in medicine may be 
divided into the school and the hospital period, and to 
each of these periods the fundamental principles of an 
educational system should be applied. 

The educational system of the school period. Man, 
the subject of the study of medicine, is an organized 
unit composed of physical and mental elements. These 
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elements comprise a unified system of various parts 
which are essentially interrelated. On these inter- 
related parts of man, normal or pathological, all the 
sciences of medicine are based. Hence, the first requisite 
for the organization concerned in the study and teaching 
of the medical sciences is unity, unity in the structure 
and unity in the working. Thus, the building should 
embrace medical school and general hospital combined 
as one. The individual departments should be complete 
in number and character, located according to their 
natural relationships, fittingly equipped, and operated 
as a harmonious unified system. Further, and decidedly 
fundamental, they should be manned by educators who 
are duly qualified. ‘To repeat, for the sake of emphasis, 
all the component parts of this education organization 
naturally, therefore, should be harmoniously interre- 
lated, and thus maintained by constant, continuous and 
methodical correlation. 

That such structural and functional unity would 
best conduce to adequate efficiency is obvious; but that 
this uniformity is far from commonly realized in the 
medical education of today is manifest. In fact, for the 
most part, we see the medical school and general clinical 
work widely separated in location, incomplete in their 

epartments, hence, lacking in thoroughness and not 
duly unified in their operation. 

The departments of the medical course should be 
comprehensive in number and character. This involves 
a question of serious importance to the medical world. 
Lack of such completeness has conduced to much dis- 
order, disorder in the regulation of the practice of 
medicine, disorder in the ranks of the medical profes- 
sion itself. 

The completeness of the departments of medicine 
should naturally be based upon the life of the physician. 
The physician’s life embodies his scientific functions and 
his ethical relations. As previously stated, the scientific 
functions of the physician are concerned with the pre- 
vention, alleviation and cure of both the physical and 
mental ills of man; the ethics involved covers his rela- 
tions to man in general, and to the patient and the 
fellow physician in particular. 

In the light of this definition of the physician’s 
life some points of manifest importance present them- 
selves for most careful consideration. 

In the first place, we know that when the body is 
the victim of invasion by an injurious agent two prin- 
cipal sets of phenomena result, namely, 1, a series of 
specific pathologic processes; 2, a series of specific 
protective processes. Hence, the agent which causes the 
disease stimulates at the same time specific efforts on 
the part of the body to cure itself. Therein lies nature’s 
indication as to the method of scientific treatment. 
An endeavor in this direction is seen in the application 
of vaccines and antitoxins. 

In a certain sense, then, the dictum, “similia simili- 
bus curantur”—like cures like—is true, and it would 
seem that in this observation of nature’s plan a special 
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school might have had its origin. ‘Thus we see the 
possibility of a special school of medicine being un- 
scientifically erected upon the tardiness of our own 
scientific advancement. 

Since the physical and mental elements of man are 
harmoniously related in the normal health, it is but 
natural that a disturbance of the processes of the one 
should conduce in some degree to derangement of the 
processes of the other. Further, generaliy speaking, 
the treatment of disease of the one should be favorably 
influenced by efforts to restore a state of equilibrium in 
the other. This brings out the point of the influence 
of the condition of the mind upon the well-being of the 
body, a phase in the causation and treatment of disease 
that is an essential part of the science of medicine. 
Yet failure to embody or duly emphasize this point in 
medical education has contributed to the existence 
of charlatans, and to the origin of a special school 
or sect which applies mental treatment absurdly, even 
dangerously, as a general principle, while it properly 
involves a particular, scientific application. 

Again disease may be locally limited or variously 
extended ; it may consist either of structural lesion with 
varying disturbances of function, or of functional de- 
rangement alone. There 1s a certain class of condi- 
tions commonly and indefinitely termed neurasthenic, 
neurotic and the like. The cause of these is frequently 
assumed to be mental, whereas, in fact, many of them 
are due to some physical irritation, such, for example, 
as stasis in an old scar, or some other form of local 
congestion. Here again lack of emphasis in the regular 
medical course has contributed to another set of special 
schools, whose foundations are based upon massage, 
electricity, mental treatment, and the weakness of 
human nature. 

To repeat, for the sake of stress; the practices of 
these various sects, which are dignified with the name 
of schools, are based upon nothing else but essential 
parts of the science of medicine which have been neg- 
lected in medical education. It is no wonder, then, that 
legislators experience difficulty in regulating medical 
practice. Hence, the departments of the educational 
system should be comprehensive in number, character 
and thoroughness. 

The faculty. This should comprise a harmonious 
body of qualified educators, selected for ability as scien- 
tists and teachers, and all the work of the school-hospital 
should be under their control. The function of the 
faculty is two-fold, namely, first, scientific research, 
aiming at the establishment of medical science upon a 
firm basis; second, the correct training of the student 
for the responsible life of the physician. 

Predicated, then, for the educator are natural and 
acquired qualifications. Natural qualifications involve 
the physical, intellectual and moral aptitude which is 
requisite for genuine scientific research in medicine 
and for the role of educating the future physician; the 
acquired qualifications embrace the measure of scientific 
knowledge possessed and of medical art developed. 











Here scientific knowledge comprehends not only a 
consistent knowledge of the art and science of medicine, 
but also of the generally applicable principles of logic, 
ethics and natural theology, and of the particular prin- 
ciples of medical ethics. 

It is perfectly obvious that scientific research de- 
mands a fundamental knowledge and strict application 
of the correct principles of logic, in order that false 
premises and illogical deductions be avoided in the 
solving of problems, 

It is also patent that for the scientist and educator 
in medicine a fundamental knowledge and strict applica- 
tion of ethical principles are essential in the interests 
of honest research and sound teaching. 

Further, it is manifest, what the evils of the medical 
world emphasize, that that medical institution which 


does not embody at least natural theology is incomplete 


in nature, is a materialistic, soulless thing. 

That in general’ a standard such as this is not 
realized in the medical faculty of today, is a common 
observation. In fact, a unified faculty, working in 
harmonious correlationship with complete control of an 
organized medical unit, does not appear to exist. 

Again, commonly the complexus of the faculty is 
not determined by the criterion of true worth. As a 
result of this illogical and detrimental policy there 
are institutions for medical training which embody few 
true scientists and educators, with the obvious conse- 
quence of published research which little enhances scien- 
tific advancement, and of education in medicine that 
is far from adequate for the responsible end. 

The medical textbook. This should be composed of 
matter expertly selected for its scientific value and 
classified in a logical order. That present-day medical 
textbooks are in general unscientific is a fact emphasized 
by authoritative educators. This is due, in the first 
place, to a dearth of scientific educators in the medical 
profession, and, in the second place, to a commercial 
spirit that is unethical and destructive. 

An attitude, which is known to exist in some places, 
that anything is good enough for a medical textbook, is 
unintelligible, viewed in the light of scientific education. 
The resultant of such an attitude is a serious injury 
to the science of medicine, and the degree of this injury 
is parallel with the popularity of the author. Popularity 
in the profession of medicine is no index of a genuine 
scientist and ethical physician, as observation teaches. 

It is obvious that the sciences embraced in the 
normal biology of man are the foundation of all the 
other medical sciences, hence, until these sciences are 
established upon a firm basis, the entire superstructure 
of medicine must necessarily involve much of error. 

Structure and function should be studied from the 
standpoint of embryology, and not as more or less iso- 
lated groups of developed states. Thus considered, an- 
omalies and development defects would become more in- 
telligible, and knowledge of the various systems, for 
example, the gastro-intestinal, etc., would be scientifi- 
cally based. 
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Pathological biology should be viewed as digres- 
sions of the normal processes, varying in characteristics 
with the field affected, and with the specific nature and 
energy of the injurious agent. Thus, for example, a 
particular tumor would be studied as a digression of the 
normal cellular elements, with resultant hyperplasia, 
and as due to a special diverting cause. Hence, tumors 
should not be considered as entities, unscientifically 
classified with an unending list of unintelligible, descrip- 
tive names. 

Diagnosis and treatment. The importance of these 
phases of the art and science of medicine is manifest, 
but time does not permit of a free discussion of them 
here. There are a few points, however, which it may be 
well to emphasize. 

The first step is diagnosis, and a fundamentally 
important one, is the history. This, to be adequate, 
should be comprehensive and exact. From the history 
there may be elicited: 1, an inherited or acquired ten- 
dency to a specific digression from the normal, or a 
specific receptiveness of a certain injurious agent, for 
example, a tendency to cancerous digression or a recep- 
tivity for the agent of tuberculosis; 2, exposure to in- 
vasion by a particular pathogenic cause; 3, information 
as to the power of the individual resisting forces. A 
history thus obtained would not only be enlightening 
for immediate use, but would also contribute to the 
scientific study of fundamental problems, such, for ex- 
ample, as the problems of heredity. However, despite 
such importance, the matter of the history is not duly 
emphasized in the course of the student, as is manifest 
in the records of any medical institution. 

Diagnostic tests, Among the causes of disease are 
various chemical agents, some of which come from with- 
out, while others are developed within the body itself. 
There are pathological conditions the causes of which 
have not yet been demonstrated. It would seem that the 
science or diagnosis must be developed along the lines of 
what, for lack of a better term, may be designated bio- 
chemical tests. It is obvious that many of our present- 
day methods of diagnosis are indefinite and unscientifi- 
cally based. 

Treatment, ‘The department of preventive medi- 
cine is of fundamental importance. This embraces the 
science of hygiene and sanitation. Hygiene consists of 
all those measures, such as diet, exercise, rest, etc., which 
assist nature in conserving and developing the physical 
and mental energy of man. Sanitation comprises such 
means as protect the individual, the public in general, 
against invasion by injurious agents. Important as is 
this department, it is far from duly emphasized in the 
medical training of today. Because of this lack of em- 
phasis, because also of the resultant skepticism of the 
public and and the omnipresent obstructiveness of poli- 
tics, preventive medicine has not attained its rightful 
place in the medical world. Financial encouragement 
being withheld, relatively few competent physicians spe- 
cialize in this field, and hence a great work, both eco- 
nomic and humane, is not adequately accomplished. 





50 HOSPITAL 
The role of the physician in the treatment of disease 
is an aid to the natural forces of the body, hence 
scientific treatment must be evolved from a knowledge 
of the fundamental sciences of medicine. It would seem 
that when these sciences shall have been better known 
many of the present-day methods of treatment must be 
considerably modified; for example, it is probable that 
with the establishment of those sciences upon a firm 
foundation, the field of operative surgery shall be far 
more narrowly limited. 

The present popular position of surgery appears 
to be rather abnormal, and it is a question whether 
treatment as an art and science has not been retarded 
by such isolated emphasis. At all events, it seems that 
the medical world of today is possessed of a surfeit 
of operators and a dearth of scientific surgeons. 


The period of hospital internship. Since this is 
an essential part of the proper preparation for the prac- 
tice of medicine, the hospital in which the intern is 
trained should be conducted on an educational basis. 
This predicates the application of the fundamental prin- 
ciples which have been discussed under the caption of 
the school period. Briefly repeated, the hospital should 
be planned as an organized unit, with the departments 
complete in number and character in accordance with 
the nature of the particular institution. All these de- 
partments should be fittingly equipped, located with 
respect to their natural relationships, manned by a staff 
duly qualified as educators, and operated as a unified 
system. . Educational discipline should pervade the 
hospital from the lowest to the highest position. 

The fitting preparation for specialization is a com- 
plete intern service in a general hospital. 

The first duty of every medical institution which 
assumes the responsibility of caring for the sick is, 
that each patient be given the benefit of the best service 
of which the art and science of medicine is at present 
capable. This treatment is the right of the individual 
who entrusts his health or life to such an institution. 
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The resultant of the educational plan applied to 
the hospital would be more painstaking work, efficiency 
in the care of the patient, the scientific development 
of the staff as a whole, the elevation of the hospital’s 
standing before the public, the advancement of the art 
and science of medicine, and increasing betterment of 
humanity in general. 

Ethics. Failure to lay stress upon the correct 
principles of ethics in medical education has contributed 
to many glaring evils in the medical world. The God- 
given right to life of every creature, that right which 
begins with the first moment of existence, is either 
ignorantly or culpably disregarded. 

A recent propaganda for the regulation of birth- 
rate contains in some of its presentations certain in- 
timations as to means, which are fundamentally unethi- 
cal, crude, and would be destructive of both the morals 
and the health of the human family. There are correct 
principles of ethics covering every phase of life. The 
solving and teaching of such serious ethical problems 
are the functions only of those who have been fundamen- 
tally educated in the science of ethics, in contradistine- 
tion of the sophist. 

Institutions are conducted under the name of 
hospital which, neither from the standpoint of ethics 
nor of scientific fitness, have a reason to exist. The 
body of suffering humanity seems often indeed to be 
viewed as a financial asset. This is manifest in the 
corrupt practice of fee-splitting and in those institutions 
which are more or less cleverly operated on a commercial 
basis. In a word, the innocence or weakness of human 
nature is being criminally commercialized both by in- 
dividuals and institutions. 

It is manifest that progress in the medical sciences, 
order in the regulation of the practice of medicine, 
and proper ethics in the medical world, must be depen- 
dent upon most careful discrimination in the selection of 
the student, and the strict application of educational 


principles to the medical course. 


Note :—Read before the First Convention of the Catholic: Hospital 
Association, Saturday, June 26, 1915, Milwaukee, Wis. 


NEW BUILDING FOR MERCY HOSPITAL, BAY CITY, MICH. 


























N the year 1897, in answer to an appeal made by the 
] Beaumont and surrounding territory, 

and with the permission of the Rt. Rev. Bishop of 
Galveston, the Sisters of Charity of the Incarnate Word 
of Galveston, Texas, secured a plot of ground on the 
banks of the beautiful Neches River at Beaumont, for 
the establishment of a hospital to take care of their sick 


citizens of 


and suffering members. 

The Hospital was opened for patients in 1898 with 
a capacity of only two private rooms and two wards and 
From this modest 
beginning the institution gradually grew. Small addi- 
tions were made from time to time until 1915, when a 
beautiful five-story brick-and-stone structure was erected 
with a capacity for 150 beds. The building is modern 
throughout, with three up-to-date operating rooms, a 
surgical emergency room, a laboratory with the most 
modern equipment for pathological investigation, an 
X-ray room with the latest Snook transformer X-ray 
outfit, record rooms, and diet kitchens. 

School of Nursing. 

A School of Nursing was organized in 1908, chart- 
ered in the State of Texas and officially recognized as a 
training school of the required standard. The school is 
under the direction of the Sister Superior and is in 
charge of a Sister superintendent, a Sister instructor, a 
training school committee, and a teaching faculty made 
available from the medical staff of the hospital. 

Our hospital offers unusual advantages for a thor- 
ough and comprehensive training in the art of nursing, 


very limited quarters for the Sisters. 


MAIN VIEW OF THE HOSPITAL. 
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from the standpoint of the variety of clinical material 
as well as the efficient teaching corps. Every fluor and 
department is in charge of a Sister so that the nurses’ 
work is constantly supervised. 

About a year ago the Sodality of the Blessed Virgin 
was organized for Catholic nurses. Monthly meetings 
are held and a spiritual conference is given by the rever- 
end director. The nurses say the little Office every Sat- 
urday. A retreat of three days is given each year. 

During the summer vacation this year, some new 
equipment was added and improvements made ip the 
Home for Nurses which made it more homelike and com- 
However, one of the present needs is a new 
The ground for this purpose has 


fortable. 
home for the nurses. 
already been secured, and it is hoped that through the 
generosity of some interested friends the new home will 
be made possible in the near future. 
HOTEL DIEU MEDICAL STAFF. 

The medical staff of Hotel Dieu was reorganized in 
There are thirty members representing 
general surgery, special 


January, 1921. 
the following departments: 
surgery, medicine, gynecology, obstetrics, pediatrics. 
pathology, roentgenology, urology, neurology, eye, ear, 
nose and throat, dermatology, odontology. These de- 
partments are all closely coordinated and working in 
harmony. 


Constitution, By-Laws and Rules Governing the Staff. 
Section 1. 

The aims of this organization are to secure and mair- 
tain a high grade of efficiency in Hotel Dieu and to conr- 
form to the requirements of the Committee on Hospital 
Standardization. 
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LECTURE SCHEDULES FOR 1921-1922. 
Junior Class. 


Teacher 
Doctor Powell 
Sister Supt 
Doctor Ferguson 
Doctor Grimes 
Doctor Powell 


Subject 
Materia Medica 
Practical Nursing 
Anatomy 
Physiology 
Hygiene 
Nursing Ethics 


No. of Lectures Day and Hour 


Intermediate Class. 


Doctor Mann 
Wier 
Doctor Goldstein 
Thomson 
Doctor Holland 
Doctor Pedigo 
Mills 
Doctor Fears 


Fever Nursing 
Principles of Surgery 
Obstetrics 
Bacteriology 

Materia Medica 
Medical Nursing 
Chemistry 

Dietetics 


See eee 


....20 Hours 


Senior Class. 


Eye, Ear, Nose and Throat Doctor Hodges 
Massage 
Surgical Anatomy 
Ad. Physiology 
Surgical Nursing 
Dermalatology and Venceral Diseases Doctor 
Pediatrics Doctor 

Doctor Martin 

Tatum 

-» Sister M. Basit 


Ledbetter 


Gynecology 
Practical Dietetics 


The outline for the different subjects is taken from 

the Standard curriculum for Schools of Nursing. 
Section 2. 

Art. 1. This Staff shall be composed of members of 
the Medical Profession in Beaumont, who are members in 
good standing of the Jefferson County Medical Society, 
and who subscribe to this Constitution and By-Laws. 

Art. 2. Non-Staff members are given the same privi- 
leges of the Hospital as heretofore, provided they are 
qualified and reputable and conform to these rules. 

Art. 3. Appointments to membership on this staff 
shall hereafter be made by the Sister Superior of the 


hospital upon recommendation of the Staff. A majority 
vote of a properly constituted regular meeting of thc 
Staff shall be sufficient to recommend for membership 
on the Staff. 


Section 3. 

Art. 1. The Staff shall hold a monthly meeting on 
the first Monday of each month at 8 P. M. for the pur- 
pose of scientific discussion and for the consideration of 
matters concerning the welfare of the Hospital. 

Art. 2. Special meetings may be called at any tim« 
at the request of the Sister Superior, the executive com 
mittee, or any three members of the Staff, in writing 
Seven members shall constitute a quorum. Any member 
who shall absent himself from four consecutive meetings 
(monthly) without a satisfactory reason, shall automati- 
cally cease to be a member of this Staff. Any member 
who is absent shall pay a fine of one dollar for each 
absence. 

Section 4. 
The following order of business shall be observed at 


gg. eee 


Greenberg ...... 


8 Hours 


....00 Hours 


15 Hours 


...-15 Hours 


Saturday 
Saturday 


ab alee 20 Hours 


the regular meetings: 
Call to order by Chief of Staff. 
Roll call of members. 
Reading of minutes of previous or special meet- 


Unfinished business. 
Report of committees. 
Bills and communications. 

. New business. 

. Presentation and discussion of cases and review 
of medical literature. 

9. Review of month’s work. 

10. Adjournment. 

Section 5. 

The Officers of this organization shall consist of a 
Chairman, a Vice-Chairman, a Secretary and Treasurer 
and an Executive Committee of Three, a Program and 
Record Committee. 

Section 6. 

Art. 1. The Chairman, or in his absence, the Vice- 
Chairman shall preside at all meetings of the organization 
and perform such duties as the By-Laws may direct. 

Art. 2. The Secretary shall keep a book of records 
of the meetings of the Staff, attend to all correspondence, 
notify members of all meetings, keep a record of mem- 
bers present, and all other matters pertaining to the 
organization and shall be Treasurer of the Staff. 

Art. 3. The Executive Committee shall act as a 
Board of Directors in all matters pertaining to the Hos- 
pital management, and in addition shall perform such 
other duties as are specifically mentioned in the Rules of 
the organization. 





A GROUP OF NURSES AT HOTEL DIEU HOSPITAL, BEAUMONT. 

















Section 7. 

The Constitution and By-Laws may be amended by a 
two-thirds vote at the monthly meeting, provided that a 
ten days’ notice of the proposed change has been sent to 
all the members. 

Section 8. 

“Roberts’ Rules of Order” shall govern all meetings 
when consistent with the By-Laws. 

By-Laws Governing the Staff and Visiting Physicians of 
“The Hotel Dieu”. 

Art. 1. A complete case record of each patient must 
be written by the attending physician or surgeon. The 
case record should cover the following points: 

Present complaint. 

Onset and course. 

Past history. 

Family history. 

Menstrual and marital history. 

Habits. 

General and negative. 

Physician’s examination. 

Tentative diagnosis. 

Laboratory report. 

Progress sheet. 

Final diagnosis. 

Summary card. 

Autopsy report in event of death if autopsy can be 
obtained. 

The lack of interns makes it imperative that we ask 
the physicians to write these histories. Blanks for this 
purpose will be furnished by the Hospital. 

Art. 2. Histories written in the physician’s office 
prior to the patient’s admission should be delivered 
promptly to the Hospital Record Department. Histories 
of other patients should be written within 48 hours after 
the patient’s entrance to the Hospital. 

Art. 3. When the patient is ready to leave the Hos- 
pital, the physician shall in all cases properly fill out 
and sign the discharge record blank provided for that 
purpose. 

Art. 4. A summary card is also to be completed by 
the Record Keeper at the time of the patient’s discharge. 

Art. 5. The histories and records shall be available 
to members of the Staff for statistical] study. The his- 
tories and records must remain on file in the Record Room 
of the Hospital, but can be withdrawn temporarily by 
any member of the Staff for a period not longer than 5 
days upon the delivery of the receipt for such history or 
record, and when such history or record is returned to the 
Record Room, the receipt which has been given will be 
returned to the maker of the receipt. 
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Art. 6. Every operative specimen shall be sent to 
the Hospital Laboratory, and shall remain there for a 
sufficient time to allow the Pathologist to make a perma- 
nent record of same. 

Art. 7. Physicians unknown to the management must 
receive the approval of the Executive Committee of the 
Staff before patients under their care will be admitted. 

Art. 8. The Hospital management consisting of the 
Sister Superior and the Executive Committee reserves 
the right to withdraw its approval at any time. 

Art. 9. All members of the Staff and all visiting 
Physicians and Surgeons must subscribe to the following 
declaration: 

“I hereby promise upon my honor as a gentleman, 
that I will not, so long as I am permitted to practice in 
‘Hotel Dieu’, practice division of fees in any form; 
neither by collecting fees for others referring patients to 
me, nor by permitting them to collect my fees for me; nor 
will I make joint fees with Physicians and Surgeons 
referring patients to me for operation and consultation; 
neither will I, in any way directly or indirectly, compen- 
sate any one referring patients to me; nor will I utilize 
any man as assistant or subterfuge for this purpose.” 

Art. 10. Unprofessional and unethical conduct, and 
violation of Rules of this Staff shall constitute a cause for 
expulsion; any member against whom any of these fore- 
going charges have been preferred in writing, shall be 
notified of such charges, and shall have the opportunity 
of appearing before the Executive Committee in his own 
defense, before final actioh upon the charges shall be 
taken. 

Art. 11. A .two-thirds’ vote of the Staff shall be 
necessary to expel a member. 

Art. 12. It shall be the duty of the Staff to aid and 
direct the education and advancement of its Interns and 
Nurses to the fullest extent. Neglect to comply with 
the above shall be brought to the attention of the Staff 
at its next regular meeting. 

Art. 13. Duties of Interns and their relation to the 
Hospital and its Staff shall be prescribed and controlled 
by the Hospital management. 

HOTEL DIEU 
Analysis cf Hospital Service 
For Month ending September 31, 1921. 
Discharged 
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ONE OF THE OPERATING ROOMS, HOTEL DIEU HOSPITAL, BEAUMONT. 





Deaths within 48 hours Consultations 
Deaths institutional Asked and obtained 
Released Asked, not obtained 

Indicated, not asked 


Diagnosis 
Provisional and final agree 
Provisional and final disagree 
Discharged with additional diagnosis 
Discharged with no diagnosis made Total Deaths 


Autopsies 


Infections. Ruptured Urethra, Cystitis 

Institutional. Cholecystitis, Appendicitis 
Pyosalpinx, Appendicitis, Ovarian Cyst (Peritonitis). 
Newborn (Twin) 
Pernicious Malaria 

; Lacerated Wound of Abdomen 
Medical — Aplastic Anemia 
a Stillborn 

stetrica : 

: Unimproved. 

Total Infections Malignant Stricture of Rectum 
Hydrosalpinx, Ovarian Cyst 
Cerebral Hemorrhage 
Gunshot Wound Chest, L. Arm 

Total unimproved 

Clinical Laboratory. 

Adequate laboratory equipment for the practical 
application of comparatively recent scientific discoveries, 
now takes rank with the surgical equipment in modern 
hospitals. The physician or surgeon who now attempts 
to ply his profession, independent of laboratory consul- 
tation, is doomed to many diagnostic disappointments 
and invites righteous criticism. 

The personnel of the well-equipped clinical labora- 
tory of Hotel Dieu provides laboratory consultation for 
members of the staff. The laboratory is well lighted and 


well ventilated, on the same floor and adjacent to the 
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THE RECORD ROOM. 
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operating rooms, facilitating quick service in tissue diag- 
noses during operations, 

A routine blood and urine examination is made 
on every patient entering the hospital. Special labora- 
tory work is performed when, in the opinion of the 
pathologist and the physician in charge, such work is in- 
dicated. ‘The Director of the clinical laboratory is an 
M. D., assisted by a Sister skilled in laboratory technic. 

Specimens brought to the laboratory are numbered 
and recorded in the “Laboratory Book”. The reports 
of examinations are attached to the clinical records. 
Examinations are, according to the substance examined, 
further classified and card indexed. 

The Operating Rooms. 

The operating rooms of Hotel Dieu compare favor- 
ably, as regard to equipment and architecture, with the 
modern hospital. ‘They are located on the fourth floor 
with a northern, eastern and western exposure, thus giv- 
ing the best possible advantages in the way of light and 
ventilation. On the same fioor, and conveniently near, 
are the sterilizing rooms, laboratory, doctors’ rest room 
and linen rooms. Being on the fourth floor, the rooms 
are well apart from the patients’ apartments and vom- 
paratively free from noise and street dust. The tile 
floor and white walls render the whole easily cleansed. 
The operating rooms are three in number, two for gen- 
eral surgery and one for special work, with large sky- 
lights and two side exposures. The lighting is all that 
could be desired. 


X-Ray Laboratory. 
The X-ray department is situated on the ground 


floor of the building, adjacent to the elevator and on the 
same elevation with and convenient to outside ambulance 
service. The equipment has been greatly improved dur- 
ing the year by the installation of a new Universal 
Transformer in the place of the old Scheidel-Western 
machine formerly used, and by the replacement of the 
overhead high-tension wiring with new cables and insul- 
ators. With these changes and improvements this ser- 
vice is now capable of caring for, in a modern and satis- 
factory manner, all demands made upon it by an institu- 








TYPICAL PRIVATE ROOM. 
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tion of this size. 
is remoteness from operation and laboratory floors. 

The records of the X-ray department are kept in 
quadruplicate and filed by the card index system. 
copy of this record is also filed with the patient’s hospi- 
tal record in the record room. 

The Record Room. 

The record room is only in its primary stages, but 
is rapidly becoming a very important factor for the pa- 
tient, as well as for the doctor and the hospital. 
plete report of a case is outlined by the doctor and little 
effort is needed to discover the nature of the previous 
operations or the nature of the case. 

Less than a year ago our case records consisted of a 
brief history, a laboratory sheet, an operative sheet and 
the nurses’ notes. 1921, the following sys- 
tem was adopted : 
A history sheet which includes the chief complaint, date 
and mode of onset, probable cause and course, and the 
working diagnosis. The final diagnosis is reported when 
(2) Physical examina- 
(4) Roentgen 


(6) Progress notes. 


the patient leaves the hospital. 
(3) Pathological report. 


tion report. 


report. (5) Operative notes. 
Temperature chart and nurses’ notes. 

Every patient is given a number on admission and 
a name card is filed alphabetically according to surname 
There are ten subdivisions under each main 


and name. 
division. 


When the patient is discharged, on the reverse side 
of the name card the doctor writes the date of discharge, 
the final diagnosis and any complications, and adds his 


signature. 


A disease card is made out, and an operative card 
together with secondary operative cards. 

All complications are reported in the record room 
Death cards are also filed 
Mortality is written up on the usual disease 


and a special card is filed. 


separately. 


eard and is filed in a special way. 
Disease, operative and complication cards are filed 
by the Massachusetts General Hospital nomenclature. 


















The only defect in this arrangement 


A complete record consists of : 
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LABORATORY. 


There are 41 classification file divisions with subdivi- 
sions. 

There is 
indicates and groups together all the patients he treated 


a special file kept for each doctor and this 
in the hospital for a given period. This is of special 
value for both the hospital and the doctor. It gives the 
hospital the number of cases that each doctor sends to 
the institution and at any time the doctor may call at 


The Patient’s Viewpoint 


Paluel J. Flagg, M. D., New York, N. Y. 
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the record room and work out a group of his own cases 
from his own file. 

The day file gives the cases admitted each day and 
is often very helpful in locating case records. This card 
is also special. 

Each case record is filed in a folder and these folders 
guide : 


run numerically; every twenty records having a g 


20-40-60-80-100. 

A card summarizing the whole case is filed alpha- 
betically. 

A follow up letter is sent every four months to each 
patient and many gratifying replies have been received. 

The record room is in charge of a Sister, a steno- 
grapher and a historian. 

In conclusion we wish to state that while we have 
effected definite organization throughout our institution 
our policy is not to have any iron-clad rules. We try 
As the pa- 
tient is our first consideration, the one toward whom all 


to observe the spirit rather than the letter. 


our efforts tend we keep in mind that the proper recep- 
tion of patients on admission, attention to every trivial 
matter regarding the patient’s comfort, facilities for 
diagnosis, careful, honest records, 


treatment and 


monthly conferences and reports are the most important 


factors in the success of our institution. 





(Continued from December issue. ) 


General Practitioner and Specialist. 
ATHER called for me and I hastened to meet him. 


He had a hurry call to make to Mrs. Doleson in 
Tuckahoe and was starting early, having just re- 
ceived a the sick 
hitched up the best team and Father nodded approvingly 
as he took the reins and stepped rather heavily into the 


from woman. Jerry had 


message 


rig. 

The horses were rubbing each other’s noses and 
stamping nervously on the gravel, but they lunged for- 
ward as they felt the familiar tug on the bit. Off we 
sped into the morning. The fresh cool air fanned my 
cheeks and the horses’ hoofs fell rythmatically on the 
soft country road. Father seemed a trifle anxious. I 
reflected that he had known the Dolesons so long, that 
illness there made him feel almost as though one of us 
were sick. 

It was May, the nesting robins called to us from the 
dewy lawns. The fields were yellow with buttercups 
and as we drove through the country, the beauties of 
apple blossom season were upon us. Who can forget the 
delicate fragrance of apple blossom time, the white 
petals blowing across the road, caught here and there in 
tiny drifts like snow, and the budding trees, from which 
they have been blown, all white and pink against the 


cloudless morning sky. 





Arrived at our destination, we were met by the dogs 
which ran leaping at our carriage wheels. Mr. Doleson 
He met father with 
It 
was a long wait out there under the elms and I gathered 
from the bustle which I beheld, that this was a baby case. 


was at the door, anxious and pale. 
a serious face and both disappeared within the house. 


Finally father reappeared with Mr. Doleson who 
seemed very much relieved and as he shook his hand he 
said, “Kiss your wife again for me, John, she is a noble 
little woman.” I smiled when he said this for father 
had an old-fashioned paternal way of kissing a woman 
after he had delivered her. This salutation even though 
entirely dignified, being sometimes resented by the pa- 
tient’s husband. 


Diagnosing Mental and Physical Defects. 

The old time general practitioner watched his boys 
and his girls grow up. His visits which were usually of 
a semi-social nature often assumed the character of a 
court of justice. Domestic questions large and small 
were freely discussed and the doctor of medicine often 
played the roll of the doctor of law and the doctor of 
divinity as well. 

The interior complexities of his patient’s life hav- 
ing become apparent through the confidences imparted 
to him, the physician saw the man with whom he had to 
By virtue of this breadth of 


deal as well as the disease. 


















vision, he could intelligently treat his patients for mental 
as well as physical defects. 

The unreserved and continued confidences of his 
patients reflected themselves in the doctor’s opinion of 
himself. It is not difficult to consider one’s self an oracle 
when the world dins it incessantly in one’s ear. 

So under these circumstances the ideal conditions 
for successful suggestive therapeutics obtained e.g. a re- 
ceptive patient, a physician conscious of his power and 
experienced in making this manifest. With a normal 
amount of common sense and judgment, the efficiency 
of the general practitioner increased with his age. The 
process being something as follows : 

As the confidence of his patient increased, the 
physician’s self-reliance became enhanced and as this 
self-reliance augmented his powers over his patients, be- 
came greater, the extent of this cycle being varied by the 
physician’s personal capabilities and the community in 
which he labored. 

We do not intend to disparage this power, rightly 
used. We merely wish to hold it before our observation, 
for it was this power understood and relished by its pos- 
sessor which enabled him to endure the hardships and 
the failures incidental to his particular sphere of activ- 
ity. 

The general practitioner of the old days by reason 
of the sense of capability with which he was inspired by 
his patients, became a sincere believer in his own 
methods and his drugs. For him, the medical world was 
made to revolve within his own orbit of interests. Thus 
did incompetency frequently become obscured and a con- 
tented sense of security and peace assuaged the qualms 
of the medical conscience. 

The General Practitioner of Today. 

The general practitioner of a generation ago is by 
no means extinct. He still does good work quietly and 
effectively in the rural districts. His have 
changed to keep pace with the progress demanded by 
If these advances do not come home 


methods 


modern medicine. 
to him through an occasional post-graduate course in one 
of our large cities, it is thrust upon him by the home 
coming of his son, or his neighbor’s son, who has just 
finished a service as an intern in an up-to-date hospital. 

Contrast the old general practitioner with the pres- 
ent day practitioner which we know so well. The sick 
call no longer comes by a messenger. The telephone 
will hunt us out in the most unexpected places. The 
visit which once consumed a leisurely two hours is now 
accomplished in twenty minutes. We have more time 
to do more work, to make more money, which buys less, 
than the trifle which our fathers so leisurely gained. If 
we deliver a woman of a healthy child we are agreeably 
surprised to have this family call us again and stick to 
us with any degree of consistency. 

How many city practitioners of today can go 
over yesterday’s list of calls and point.to the majority of 
these as old acquaintances. Bills for professional ser- 
vices were once rendered annually or semi-annually. 
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Imagine this system practiced at the present time, with 
the greater part of our population mobile. Apartment 
house dwellers, short term lessee with an occasional 
owner make up the personnel of the urban man’s clien- 
tele. 
the character of the general practitioner of our day. 


These externals we must admit, profoundly affect 


A Well Balanced Diagnosis. 

A shifting population implies a reserved population, 
skeptical, unwilling to trust itself by confidences or by 
asking for advice other than that bearing strictly upon 
the matter at issue. This reserve, this unwillingness to 
place oneself in the hands of his doctor, makes it impos- 
sible for the latter to measure justly the patient and the 
mental symptoms of his disease, 

The man’s importance as an entity is allowed to 
diminish and the disease per se’ to increase until finally 
there comes a point which we shall see, in which the pa- 
tient is practically disregarded and the disease alone be- 
comes the issue. 

By denying the practitioner this personal knowledge 
so necessary to a well-balanced diagnosis, the patient 
also withholds that personal homage which we have 
pointed out as reacting to increase the doctor’s confidence 
in himself and his work. As one may be convinced that 
he is an oracle by the pressure of opinion so one may lose 
confidence in himself by a continual display of skepti- 
This loss of 


confidence soon becomes apparent to the patient who is 


cism on the part of those whom he serves. 


thus deprived of the value of suggestive therapeutics. 

We have noticed that this sense of success, of power, 
of well-being which is the chief joy of the old-fashioned 
general practitioner is denied the practitioner of today. 
Furthermore the dwindling of the patient’s personality 
and the consequent magnification of his disease fixes the 
medical attention upon the material, rather than upon 
the spiritual part of his nature. 

There must be compensation for the trials, anxieties 
and failures which are inseparable from the practice of 
medicine, and since this is not to be had in the satisfac- 
tion of power and personal help to friends it is sought 
in the scientific aspect of the case and in the pursuit of 
riches. 


The Higher Compensation. 
We are familiar with the man who puts his whole 


heart into a vain effort to become a wealthy general 
practitioner. We know the temptations which beset his 
path and the result—failure. 

The general practitioner who looks to science to 
compensate him for his labors, soon finds himself con 
fronted by such a tremendous field that he needs must 
confine his energy to that which interests him most. In 
focusing his attention and his activity in one corner of 
the field of medicine, lie eventually becomes a specialist 
in thought if not in practice. 

How then may the general practitioner who is 
denied the power due him, who does not covet wealth and 
whose inclinations are not those of the scientist, find 
compensation for his labors in the practice of medicine? 
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There is a compensation mostly overlooked but greater 
than the other three, and that is the spiritual pleasure of 
sacrifice, that solemn sweetness which floods our being 
when we see the fruit of our pain. 

The dressing of a wound, the setting of a fracture 
or the word of sympathy to our patient, can bring re- 
ward. All we need is to bear in mind always the funda- 
mental truths, the ever present spiritual soul, its depend- 
ence upon and obligation to its Creator and specifically 
our dependence on and obligations to our Maker and to 
those under our care. 

In this compensation will be found a deep joy anfl 
consolation. The barren tenement with its dying in- 
mate and the weary dispensary clinic will blossom. with 
a fullness of solace surpassing our happiest dream. 

Practitioner versus Specialist. 

The specialist as we have seen is a general practi- 
tioner who has concentrated his energy and interest upon 
the development of a particular branch of the science of 
The specialist is usually the result of some 
He is often the dissatisfied 


medicine. 
years of general practice. 
general practitioner—the practitioner who has been 
denied the place in the community which the “older 
man” enjoyed. He, therefore, sets before him the goal 
of regular hours and compensation commensurate with 
his labors and experience. 

The contrast between the city practitioner and the 
specialist is not as marked as is that between the country 
practitioner and the specialist. In the former, we find 
a constant inclination to develop a particular line of 
work and to pass from general practice to specialism. 
In the latter, the extremes are greater and tend to per- 
manence. 

We have found the old-fashioned general practi- 
tioner and the country doctor of today, the friend and 
counselor of his patients. The man always occupied the 
first place, then came the disease. 
and reciprocal esteem were fostered, often at the expense 


Personal friendships 


of the scientific aspect of the case. 
With the specialist the opposite extreme often pre- 


vails. The man becomes the mere vehicle for the dis- 
ease. The pathology of the condition and the treatment 


desirable, occupy the center of the stage. The material 
aspect predominates while the spiritual fades into a back- 
ground of unreality. 

This intense application of predetermined mechan- 
ical principles to the treatment of purely objective ab- 
normalities irrespective of the subjective symptoms of 
the patient, constitutes a grave peril for the helpless 
public, particularly to the poor who throng to the out- 
patient department of the hospital. 

The gynecological specialist in the clinic, for ex- 
ample, may keep a sharp look-out for lacerated cervices. 
He will collect all of these cases and send them into the 
“house” when he comes on service, and can do them him- 
In this way he can accumulate material for a 


self. 
paper on a new method of repair with a hitherto un- 


The 


known needle carrying a special variety of catgut. 
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patient is practically ignored save as the possessor of an 
interesting cervix. The vital importance of her state 
age, the likelihood of her bearing more’ chil- 
is submerged by the greater importance of 


in life, her 
dren, ete., 


having her as material for operation. 


Evil of Unnecessary Operations. 
It is not at all uncommon to find a patient operated 
upon for a condition which never caused her the least 
We 


find evstoceles and rectoceles done, for the simple reason 


trouble and indeed which she never once suspected. 


that the geography of the part may be improved. 

Every field offers these extremes of specialization. 
The nose and throat man with his speed and his concen- 
tration of technique, the anaesthetist who forces unsuit- 
able anaesthetic agents and methods of administration, 
the obstetrician who does a caesarian when the progress 
of labor is delayed, the abdominal surgeon who removes 
a colon to cure constipation or who does a gastro entreso- 
tomy whenever an opportunity offers, the medical man 
who orders a complete extraction of all the teeth in his 
patient’s head with the hope of curing vague bone pains, 
such are the extremes to which specialism leads if good 
judgment and restraint are not constantly employed. 

There was a period in the world’s history when un- 
necessary operations were punishable as crimes. Unfor- 
tunately these penalties no longer exist to deter the am- 
bitious surgeon. 

We have considered the vicious effects of specialism. 
Let us gaze for a moment upon the benefits which it has 
brought about. In a nutshell, the advances in medicine 
owe their inception to the specialist. 

If it were not for the arduous labors of the nose and 
throat man, the diseased tonsil would never be removed, 
the seasonal attack of quinsy would not be checked, the 
lacerated cervix in the middle aged woman would con- 
tinue to become a cancer, the cystic ovary would remain 
undisturbed, the cystocle would have permitted uninter- 
rupted incontinence, the anaesthetized would lose con- 
sciousness as in the old days, by passing through mo- 
ments of acute suffocation and extreme mental agony, 
the patient with pus sacks at the roots of teeth, hemitic- 
ally sealed with gold caps, would carry her chronic joint 
disease to the grave, the cancer patient with constantly 
recuring intestinal obstruction would die before his 
time, and the woman with the contracted pelvis would 
lose her baby and possibly her life. 

Mission of the Specialist. 

We must look to the trained specialist for a method 
of curing cancer, for the extirpation of infections and 
contagious disease, for the correct method of prevention 
as well as the successful cure of disease. The admoni- 
tion, “Whatever you do, do well,” finds its practical ex- 
pression in specialism. 

While specialism sharpens diagnosis and treatment 
in the particular field involved, it should not be allowed 
to do so, to the exclusion of a general physical diagnosis. 
The nose and throat man should be familiar with any 
existing abnormality in the respiratory, gastro-intestinal, 








genito-urinary, nervous or circulatory systems. He 
should know the conditions of the muscles, bones and 
joints, and the nature of skin lesions, if present. 

He should be able to interpret the patient’s facial 
characteristics, and the significance of a temperature 
curve. Improvement can only come through ideals. 
The constant appreciation of ideals, however, seldom at- 
tained, is justification in itself. 

‘Twenty cases may pass through a man’s office in two 
hours. The pressure of the local treatment .may pre- 
clude a complete study of each case. Yet if this condi- 
tion be appreciated by the physician and the desire for 
improvement is there, the man is actually progressing 
but without the will to amend, advancement is out of the 
question. 

The nature of a specialist’s labors force him almost 
automatically to take care of the scientific aspect of his 
work. By mere consistent applications he can become 
mechanically proficient. 

But in the midst of this concentration, he must look 
about him or he will cease to realize that he is essentially 
a physician. His duties are primarily directed to the 
relief of the man or woman who is his patient. He can- 
not pass this obligation to the general practitioner who 
referred the case to him, and who is to take subsequent 
charge. If he would do his best work to his own satis- 
faction as well as to his patients, he must assume all ob- 
ligations. 


Personal Qualities and Scientific Skill. 
The patient’s personality should afford the back- 


ground upon which the doctor’s scientific work is laid. 
The poor scrub woman is apt to interpret a gracious 
manner as a lofty cynicism, while a kind hearted solici- 
tude, directed to my lady is as likely as not to be judged 
an impertinence. The physician who slaps his patient, 
the mechanic on the back, is not likely to get on well 
with the man of affairs, if he applies this method. 

And so we find the character of a man’s practice 
dependent to a large extent upon his personal qualities 
rather than upon his scientific skill. The hard working, 
capable, but uncultured man will develop a large practice 
but his patients will forever remain within his own 


class. He repells his social superiors by personal man- 
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nerisms of which he is quite unconscious. The man of 
culture on the other hand may have a much smaller 
clientele, for those of his own kind are usually in the 
minority and he, too, repels those whom he would often 
serve, by his natural aloofness which is interpreted as 
snobbishness. 

Exceptions frequently occur, however, for we see 
the man who mixes his tenses and who is careless to a 
point of slovenliness rise to eminence and esteem, 
through the sheer strength of his intellect. We also 
see the man of culture whose nature will enable him to 
be all things to all men. 

As true culture, however, is culture of the mind 
rather than a manner of speech and sartorial success, 
this, like any other knowledge may be acquired by first 
appreciating its significance and then applying one’s self 
to its attainment. 


An as true culture is based upon the consideration 
of others, so is this consideration of others founded upon 
the moral law and the moral law in its turn upon our 
Creator, the Source of all law. It is not difficult then 
to trace the elements of success in general practice and 
specialism to its Fountain Head. 


The practitioner owes his power and his success to 
his acknowledgment of his patient’s individuality, of his 
inherent spirituality. The man with little culture may 
acquire this in its fullest sense by a practical application 
of the moral laws. Consideration for others soon be- 
comes a gracious courtesy, which crowns a man’s man- 
ners as well as his speech. The cultured man by apply- 
ing the sesame of morality opens the door of the heart 
of his poor and may employ in their fulness the inherited 
graces with which he is blessed. 

By a confession of immorality the general practi- 
tioner finds a solace which neither power, wealth, nor 
science can give. By the same acknowledgment the 
specialist is protected from the vicious extremes to 
which he is exposed, he views his labors as those of a 
physician, rather than those of a mere technician, and 
thereby avoids the pitfall of crass materialism into 


which he may otherwise fall. 
(To be Continued) 
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FOURTEEN SUGGESTIONS FOR BETTERING THE 
CATHOLIC HOSPITAL ASSOCIATION. 


1 
2 
3. Join your state conference. 

4. Get a new member for your state conference. 

5. Read HOSPITAL PROGRESS. 

6. Get others in your hospital to read the Magazine. 

7 Sesame a contributor to the editorial columns of the 
8. 


Send news items and pictures to the oe 
9. Send a question to the Questions Colum 
10. Get an advertisement for HOSPITAL PROGRESS. 
11. Refer the student nurses to the Magazine. 
12. Attend the conventions of the Association. 
13. Attend your State Conference. 
14. Get another new member. 




















Report of the Conferences, Catholic Hospital 
Association, St. Paul 


V. Report of the Conference of Supervisors of Records 
Sister M. Carmelita, St. John’s Hospital, Cleveland, Ohio, Chairman 


Sister Carmelita of St. John’s Hospital, Cleveland, 
Ohio, unanimously elected chairman. 

Chairman: Are there any questions you would like 
to ask? The foundation, I imagine, would be the most 
important thing now. 

Q. How are you filing? 

Chairman: We are filing the charts numerically. 
We have an alphabetical card file, and the chart is found 
according to the alphabetical card. Then we have a 
doctor’s card filed according to his name, which is the 
summary card. We follow up on that. It is filed in the 
order of date of discharge. We have a disease index and 
a record book, which is the day book. 

Q. What nomenclature do you use? 

Chairman: We have had several. We tried the 
Bellevue and the Standard, and combined both of them. 
Now i have found out a much better scheme, one which 
I think is best. The Cleveland Clinic has adopted this 
system and it seems to be very fine so far. The organic 
index is filed down the center of the drawer. On one side 
is the’ system and on the other the disease, and on the 
back of that is the index of operation. There is another 
way—you could file your operations in a separate index, 
entirely separate from the disease index. That is the 
way I am taking care of ours now. It is all in one 
drawer: first, the system, then the organ, the disease, 
and the operation, in order. 

Q. Complications, too? 

Chairman: Complications we class as a disease. All 
the information necessary is on the card. Across the top 
is the name of the disease and the number of the disease, 
and then on the next line is the date, the number of the 
patient, the doctor’s name, treatment or operation, and 
result. This gives a chance to cross your disease if there 
are any complications. You can always tell which is the 
complication by the cross index. It seems to be working 
out very well. I have just been working at it the last 
six months. 

Q. That is a card other than the summary card? 

Chairman: Yes. 

Q. What.size is the card? 

Chairman: That doesn’t make much difference. Ours 
is 4 by 6. 

Q. You use the different colors, too? 

Chairman: No, all one color. 

Q. Do you separate male and female? 

Chairman: We do not separate them. 

Q. Do you have a separate card for each case? 

Chairman: For each disease we have a separate card. 

Q. A separate card for each patient? 

Chairman: Not in the disease index. We take care 
of possibly 25 or 30 on one card, all of one disease. You 
run down the list and can tell how many have had com- 
plications, or radium treatments, or any other interesting 
things you would like to know on that one disease. 

Q. Is the complication on that card, too, Sister? 

Chairman: The complication is crossed on that card. 
It is not named. It has the complication number. 

Q. What do you do for your tonsil cases, patients 
that come in for a few hours only? 

Chairman: How do we class them? 

Q. Do you have a chart? 

Chairman: Yes, each has a chart. 
just like any other. 

Q. Do you take histories of those tonsil cases? 

Chairman: No. 

Q. Physical examination? 

Chairman: No. The visiting man writes a complete 
note on the progress sheet of the case after the patient 
is discharged. We have no history. Some we do unless 
the patient remains in the house more than 24 hours. 
Our regulation is that if a patient is in the house less 


‘This is the fourth installment of the complete reports of sectional 
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than 24 hours we can’t demand a complete history, unless 
it is a very interesting case. 

Q. Who takes the histories at your place? 

Chairman: The interns. 

Q. Do you keep the intern’s copy of the history 
or do you type your histories? 

Chairman: We have a dictaphone and type our his- 
tories. We make a carbon copy of the history and phy- 
sical examination and send one to the visiting man for 
his office files: 

Q. How many patients have you? 

Chairman: 160. There are three girls and myself 
working in the record room. 

Q. Is the history of the case made out entirely by 
the doctor? 

Chairman: The history and physical examination are 
made out by the intern and O. K.’d by the visiting man. 
Q. Does the intern state the working diagnosis? 

Chairman: The intern states his impression. Then 
we have a separate sheet for working and final diagnoses. 
The visiting man writes his working diagnosis and signs 
his name. After the operation he writes his final diag- 
nosis. 

Q. Does your intern work independently of your 
visiting man? 

Chairman: He does. He is not supposed to know 
the diagnosis of the case when his patient comes in. He 
is to write up the case and give his impression so that 
the visiting man, if it is wrong, can correct it. 

Q. Does he show the visiting doctor what his con- 
clusions are? 

Chairman: Yes, he does, because he is quite careful 
about his history being filed away in that way, with just 
the intern’s impression, which does not agree with his 
diagnosis. 

Q. Then the visiting doctor rewrites the whole his- 
tory? 

Chairman: No, if necessary, he corrects the intern’s 
impression, writes his own, and then calls the attention 
of the intern to the correction. 

Q. How many interns have you? 

Chairman: We have six. 

Q. What do you do with your out patients, Sister? 

Chairman: We have no dispensary. 

Q. You file everything as in-patients, even if they 
are in the house only a few hours? 

Chairman: Yes. 

Q. Those that come in for X-rays? 

Chairman: We do not take care of that. 
in the X-ray department. 

Q. You don’t file an X-ray sheet along with your 
record ? 

Chairman: Yes, we file them all with the record, 
but any patient that comes in just for X-ray is not taken 
care of in the record room. I would like to know how 
other hospitals take care of their disease index. 

Q. You mean with regard to the nomenclature? 

Chairman: Yes. . 

Sister: We follow the U. S. P. I think it is the 
least complicated. 

Q. How many are following the Bellevue system? 

Sister: We are following the St. Mary’s at Roches- 
ter. 

Chairman: 
of? 

Dr. Rassieur of St. Louis: The disease index is 
classified according to the disease or anatomical division. 
It is not alphabetical. 

Chairman: I think that is like the U. S. P. I think 
it is a great deal like that. 

Dr. Rassieur: I believe the International, the Belle- 
vue, the Presbyterian, English, Berlin and the French 
records, were all carefully considered by experts in the 
Bureau of Statistics, and the International is the result 
of that careful study. These men were appointed by the 
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Medical Association and by the Government and worked 
together, and it is well worth looking into, even if you 
don’t care to follow it. You learn a lot about how to 
cross index a list, even if you follow the Bellevue or Pres- 
byterian or any other system. 

Chairman: Can you give an idea how to classify? 

Dr. Rassieur: Exactly. We have been doing it ex- 
actly as Sister said since 1919, having a ruled card. We 
happened to have a card you buy in the stationery house 
with 15 lines on it, so that we list 15. When that is full 
we put another one on it. We have our lists, and then 
all we have to do is sum up and we have it all, just as 
Sister suggested a moment ago. We have been doing that 
since 1919. 

Chairman: You haven’t the index as we have though, 
have you, Doctor? 

Dr. Rassieur: Yes, a cross index just as you say. It 
is an excellent system, cheap, consumes very little paper. 
Formerly they used a separate card for each patient 
which is costly and consumes space. Here you can put 
all the information desired on this one card. You have 
fifteen lines for fifteen patients. ; 

Chairman: In giving the complication on that card 
do you give the number? 

Dr. Rassieur: Yes. 

Chairman: If a patient comes in with more than one 
disease, do you classify as many diseases as he comes 
in with, or do you call some of them complications? I 
visited one hospital where if the patient came in for ap- 
pendicitis, everything else discovered was a complication. 
I don’t see how that can be. 

Dr. Rassieur: That is just a matter of how far you 
want to cross index. I think in the beginning a person 
ought not to cross index too thoroughly. You ought to 
grow. You keep adding as you grow. You can’t index 
any more than only as far as your doctors have developed. 
If your doctors do not know what they want indexed you 
can’t index unless you know what they want, and you 
will have to be in distress until they have studied the 
key which you happen to work in. If you happen to 
work in the Bellevue, they must put their diagnosis down 
according to that key; and if they are working under the 
International list, they have to note that and make a 
diagnosis which the Sister historian or student can look 
up and find the number. In that way they must co- 
operate, because the doctor on the staff cannot give one 
diagnosis today and another diagnosis tomorrow, using 
a synonym. He must always give the same, and if he 
does that he has a purpose in view, and if he wants any 
special cross indexing he will tell you so. It is easy to 
add another heading, because it takes only a symbol 
number, and as your staff becomes more studious and 
more cooperative your index will be more intelligent. I 
think, in the beginning an index like this, for example, 
the serial number of the case, the name of the patient, 
male or female, number of the disease the patient died of, 
and then give final result, 1, 2, 3, 4. One (1) for 
recovery, 2 for died, 3 for, perhaps, unimproved, and 4 
for worse. , 

Father Bourke: Sister, is it the purpose of this body 
to try and decide on some sort of standard forms of some 
kind or another as a nomenclature? 

Chairman: I don’t know just what the intentions 
are. 

Father Bourke: I have had Miss Perkins come up 
with a form for the classification of diseases that we use, 
together with some simple guide and complication cards, 
and I wondered if you all had seen them. We are very 
anxious to get the approval of this body on our form, 
but not to impress it on the rest. They can use it or not, 
just as they please, but we would like to feel that we had 
the approval of this body on our forms, index system, 
classification, and this booklet. Miss Perkins has copies 
here, and will be very glad to show them to you. 

Miss Perkins: I am with the Bellevue and Inter- 
national, both, and we have simplified the Bellevue system 
so that we have now only 54 subdivisions. This makes 
our work very much easier in case of writing a paper or 
anything of that sort. I would be very glad to show any 
of you the system we use. I think if we have a standard 
hospital that we should have a standard record. 

Dr. Simonak of Omaha: Speaking on uniform hos- 


pital records, I believe it would be a very good idea if 
this body would conform to some form of record. For one 
thing, it would be a great saving. The other hospitals 
could buy from one particular center. 


Another thing, 
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when the inspectors come around it would be very easy 
to standardize the hospital in that way. 

Chairman: Anyone else agree with Doctor? 

I wonder if the records don’t differ a great deal. 
You see a lot of hospitals have dispensaries and others 
have not, so there would be some difference, I suppose. 

Dr. Simonak: For the dispensary you would vrob- 
ably have a similar thing, but for the hospital record we 
would find it very convenient if we would have some 
uniformity. 

Dr. Coughlin, St. Louis: It seems to me that the 
hospitals of the Catholic Hospital Association should try, 
as far as they can, to work in conjunction with the other 
hospitals, all working toward the same end: If we have 
a system of records that is independent of the other, it is 
very well to have independence, but it makes for multi- 
plicity of systems. I think if there could be one standard 
system agreed on, both by this Association and the Ameri- 
can Hospital Association, we would all use the same sys- 
tem. I think that if there is a record committee in this 
organization it would be well for representatives of that 
committee to meet with the record committees of other 
hospital organizations, with a view to coming to some 
definite conclusion and adopting some uniform system of 
record. 

Dr. Rassieur: Some years ago the government at 
Washington got in touch with the Bureau of Vital Statis- 
tics and they got in touch with all the states and got the 
state bureaus to try and have the doctors write their 
death certificates at least in a key which was common to 
all states; and in order to do that they gave each doctor a 
copy of the International list free. I think that was in 
1913. Now that was a big move in advance and many of 
the leading hospitals have adopted it and followed in line 
with our government. In the state of Missouri, whether 
the hospital falls in line or not, our mortuary board makes 
us fall in line, so why have a separate system for the 
mortuary board from that which is in the hospital? 
Therefore, I think if the state of Missouri compels us to 
use the International list in our burial certificates, why 
should we not use that same list in our hospitals? It 
means just double the work if we are to adopt the system 
which Father Bourke proposes, and it is just as easy to 
learn the adopted plan as to learn some substitute or 
temporary plan. If you begin, begin with the one that 
is in use. 

Father Bourke: I cannot agree with Doctor on that. 
As Miss Perkins says, I myself had something to do with 
the drafting of these forms here. I think, if ever there 
was a messed-up thing in the world, this matter of the 
classification of diseases certainly is that; and it never 
can be reconciled, because each hospital has put hundreds 
and thousands of dollars in systems of their own and 
they will not change. I have thirteen hospitals in my 
district that I have to look after and all thirteen have 
their own system of keeping records, and I know that it 
would be just next to fatal for me to make the least 
attempt to try and reconcile those systems, so hopeless, 
in fact, that I haven’t the heart to undertake anything 
of the kind. At the same time I know that, at least 
among the smaller hospitals, there is a very clamorous 
demand for some simplification of the whole thing, and 
it is with that in view that we have been working, and, 
as I say, whether this body cares to adopt our plan or 
not, makes no difference to me. I at least would like to 
have the approval of the body on the plan, and would be 
glad to have you look it over, so that in your report at 
least, if you see fit to do so, you could make an approval 
of the system itself, at least as an initiatory step in some 
form, a program for the simplification of diseases, classi- 
fication and indexing. We need that and we need it 
mighty badly. 

Dr. Rassieur: I would like to ask Father what he 
means by approval, if we should not adopt; and how we 
can approve if we don’t believe in it enough to use it 
ourselves? How could that be of value to you, our ap- 
proval? 

Father Bourke: It could certainly be a great deal 
of value to us if we are going to adopt some sort of a 
system of our own or rather some sort of standard of 
our own. An organization that has our per cent of the 
bed space in the country is too big an organization to be 
the tail on the end of this kite. If you can agree upon 
some general classification and diagnostic guide cards, 
all the better. I think we have too many in the 54 we 
have here, but if we can agree on some system that will 
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cover all of those things without going into an examina- 
tion of this or that other part of the body, with its rami- 
fications and subdivisions that are absolutely endless, you 
get somewhere. I have gone carefully over all those 
systems, and I venture to say that if any of the Sisters 
that have looked over, for example, the little book on 
nomenclature that is put out by the Presbyterian hospital, 
or have gone over the system of government vital statis- 
tics that was sent out in 1913, they will tell you that 
you have got to have an army to put that thing into 
effect, and if you haven’t an army of stenographers and 
a lot of very intelligent record keepers you had better 
keep that thing out of your hospital. 

Dr. Rassieur: We have only 160 beds with one assist- 
ant, and she finds little difficulty. The only difficulty she 
finds is the doctors who don’t know the key and haven’t 
studied their booklet. She maintains that if the doctor 
knows the booklet as well as she does, it will be very 
easy. 
Father Bourke: I wonder if you would indulge me 
with the privilege of explaining to you the system that is 
being used in this booklet here. I don’t want to take too 
much of your time and at the same time I don’t care to 
put in a couple of years’ labor for nothing either. I want 
to show you just what we have here. [Father Bourke 
reads from booklet.] 

Father Bourke: We ought to have something to 
show for our work, and we can only do that by some form 
of general resolution. I don’t want, of course, to press 
anything of this kind on you in any way at all, because 
many of you know a great deal more about this work 
than I do. But I wish you would look this over and lend 
it your approval in your report, because I think that, in 
this way, at least down in the state of Michigan, I can get 
the hospitals to adopt it. To be honest with you, whether 
this body approves of it or not, it will be adopted, be- 
cause some way or other I am going to get this through. 
I don’t believe in dilly dallying. We have accomplished 
nothing. I believe in getting down to brass tacks and 
having something to show for our work, and we can only 
do that by taking definite action on matters that properly 
come before us, and this is one of them. Talking about 


having a standard of our own, let’s start in with a nomen- 
clature. 

Take your College of Surgeons standard. They don’t 
profess to claim for that that it is a comprehensive thing. 
The most they claim is that it is a nomenclature, and 
later on may add other things to it and change it in 


different ways. Yesterday we took one step forward in 
my judgment by adopting a moral code that we ought to 
have had years ago, and we ought to do the same thing 
in the matter of our forms. We ought to have some sim- 
ple beginning. It needn’t be too elaborate, and from that 
suggestions will come in, additions may be made, altera- 
tions can be suggested, and the outgrowth of the whole 
thing is going to be that eventually we will have some 
system that will be worth while. 

Chairman: It is moved and seconded that it is the 
opinion that the association should have a committee on 
records and that such a committee be appointed. All in 
favor of that say aye. 

Motion unanimously carried. 

Father Bourke: Sister, are there any other systems 
proposed? Supposing we had a committee that was func- 
tioning right now, has anybody a system that they would 
like to_ propose at any time? 

Chairman: I think each individual hospital has its 
own system, and I imagine that if they bring them al! 
together and compare them they might be able to pick 
one out that would be most essential for all hospitals. 

Dr. Simonak: I believe most of the hospitals have 
some kind of a system, and you know those things can 
not be regulated in a day. That takes time to be suitable 
for everybody. One man may be satisfied with the Pres- 
byterian system, some might prefer International, and so 
it is pretty hard to convince everybody that a certain 
system is right. 

Father Bourke: The motion has been made and 
carried so there is nothing to be said on the thing except 
simply just the general observation that we are going on 
with the same dilatory tactics. We have accomplished 
nothing and are not going to accomplish anything here 
either. If we could get together and submit something 
worth while we might get some place, but we have not 
done that as long as I have been a member of the organi- 


zation. 
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Chairman: Any other subjects? 

Dr. Simonak: Were the history and record sheets, 
and things like that, taken up? 

Chairman: No. I think that would come in with this 
committee on records. They could take care of the his- 
tory sheet and it would be approved of. 

Dr. Simonak: I believe we ought to make some kind 
of definite observation on this: How many years will the 
record of a patient be kept, that is, followed up? I think 
se ought to have a little uniformity in that particular 
ine. 

Chairman: How do you take care of that? 

Dr. Rassieur: The subjects are listed in this book- 
There is a uniform list. 

Dr. Simonak: Yes, that is what I am following. 
Chairman: The first question is: Explain record 
committee duties with regard to staff meeting. That is 
a very important question—at least I am very much in- 
terested in it. Dr. Coughlin, can you answer that ques- 
tion? 

Dr. Coughlin: The record committee was a com- 
mittee appointed by the staff in our hospital. The chair- 
man of the staff or chief of the staff appoints a com- 
mittee to consist of the various members of the staff. 
Ordinarily their work is to look through the records on the 
desks in various parts of the hospital from time to time 
throughout the month and, when they observe anything 
that is faulty with the record, to call the attention of the 
resident physician to it. He calls the attention of the 
next fellow below him, until finally the proper person 1s 
reached to rectify any slip. Of course, the physician in 
charge of a patient has to see that the record is properly 
kept, and has the assistance of the intern, if he cares 
to avail himself of it. He is obliged to write the history 
himself. Prior to the staff meeting the record committee 
goes to the record room. The record keeper has laid out 
the various histories that are incomplete, also the his- 
tories of any specially interesting cases, and, above all, 
the histories of the dead. We are especially interested in 
the histories of the dead. All of these are got together 
by the record committee, and then it is the duty of some 
member of that record committee to bring these histories 
to the notice of the staff. That business of the record 
room is done some time in the week before the staff meet- 
ing in order to give the record keeper an opportunity of 
notifying the physician who had been in charge of the 
case. 

Dr. Rassieur: We have an assistant who does this 
work. She attends to the filing of the records and looks 
over the histories and has committed herself to the system 
that is being upheld by us, the International system, and 
has it at her fingers’ ends. She writes all the histories, 
and then it is attended to. She does not delegate anyone 
else to do it. She does it herself, and if she gets no 
satisfaction from the doctor she makes note of that and 
brings it up before the staff meeting. I think that is the 
more direct way to have more direct action, because if 
you are going to let John tell Harry to do it, and Harry 
to tell Dick, you can’t tell whether it will be done or not; 
but in this way, with the Sister, she soon learns. After 
a year’s work she gets to be very proficient, and as a 
rule the doctor on the record committee won’t do it, be- 
cause he is making enemies and the Sister doesn’t care. 
She has the interest of the hospital at heart and the 
doctor must conform, or else there is no room in the 
hospital for his patients. “The beds are all occupied.” 

Chairman: The last meeting we had of the record 
committee they decided to take it upon themselves to call 
an intern whenever they were not up to date, and, the 
day after, one of the doctors left a note in the record 
room that such or such a patient was in twelve hours 
without a history. He didn’t say a word to the intern, 
but left it to the record room io take care of it. So I 
think we might just as well take that responsibility upon 
ourselves and not leave it to the record committee, be- 
cause they have more to do than that. 

Dr. Riley of Omaha: The system that we follow in 
our little hospital is this: Soon as the patient is dis- 
charged the history record is sent to the staff room and 
we have, as the censoring committee, the heads of the 
departments, for example, the chief of the medical service 
censors the medical records. Of course, the chief of the 
surgical staff censors the surgical records,.and we go 
over them very carefully, scrutinize them very closely, 
because we are getting to be somewhat jealous of our 
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records; and if there are no corrections to be made the 
chief makes his notation. We have our own little marks, 
and these are drawn to the attention of the attending 
doctor. He is to O. K. his record over his own signature, 
and when these records go to the recorder she sees the 
corrections that are recommended by the chief and, if 
they are not corrected, she refuses to record this particu- 
lar record, and it is sent back to the chief, and he in- 
structs the attending doctor to complete his record, or it 
will not be filed. We have had no difficulty whatever. 
When it comes to records we are no respecter of persons. 
The staff knows that. They appreciate it. They thank 
you for it. It is some little error they overlooked, that 
is, sending up for morphine or things like that. We have 
incurred no enmity whatever. 

Chairman: How many of those records are held out 
at one time—very many? 

Dr. Riley: Not many, very few incomplete records 
at the end of the month. 

Chairman: How long does it take to have those com- 
pleted ? 

Dr. Riley: We go over our records every morning, 
that is, the chiefs go over the records every morning and 
they are filed within a day or so. They are in the record- 
er’s office within a day or two. 

Chairman: That is after a patient is discharged? 

Dr. Riley: Yes. 

Dr. Rassieur: In a large hospital in the city, where 
different doctors come who are not members of the staff, 
that would be rather difficult for, the chief of the staff 
is a busy man, or he would never get the position of 
chief. He has his own records and would not have time 
to go over the histories of other doctors. He would not 
get the time to read other doctors’ histories, and the other 
doctors would resent that as a matter of privacy. If 
there is a Sister who is versed in that, and she can learn 
to be, she makes it her business and has no axes to grind 
other than the need of the institution for records. That is 


her business. 


She knows nothing more than that, and she 





knows how to sell records, and only that, and she will 
soon convert that doctor or embarrass him so that he will 
write a complete record, and she won’t wait until the 
patient is out of the house, because the doctor may not 
return for six months. You don’t want a lot of incom- 
plete records filed away. It is the hospital that wants the 
complete record and it should see that it gets it, and so 
should hit while the iron is hot. That is the time to do 
it—while the patient is in the house and the doctor is in 
the house, because if you have to ring that doctor up on 
the phone you will never get in touch with him—too busy 
—and as for the doctor at the head of the staff, he cer- 
tainly will not do it, because he would be afraid of mak- 
ing an enemy; and, after all, it is nothing to be sneezed 
at in a community, because the chief of the staff is out 
for a living, just like the rest, or he would not be on the 
staff. He must keep his friends. But the Sister, her 
friend is the institution, and she sells one thing. She has 
nothing else to sell. 

Dr. Riley: I wish to say that our hospital numbers 
370 beds, and we have had no trouble whatever along 
the lines the doctor just mentioned. The doctor on the 
courtesy staff who does not keep up his record does not 
remain very long on our courtesy staff. Every doctor 
that comes into the hospital knows full well that the rules 
are to be followed and we have no trouble whatever in 
having the courtesy staff fall in with our own ideas. As 
far as the chief of the staff incurring enmity, the question 
is whether he is to regard his own advancement and his 
own catering to the respect of the other doctor, or 
whether he is there for the good of the hospital. When 
they realize, and they do realize, that the chief of the 
staff or the censor of the records fills that position with- 
out fear and without favor, it does not take them very 
long to be convinced that it is for the good of the hospi- 
tal and, eventually, for their own good to keep up their 
records. 


(To be continued in March Issue.) 
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INTRODUCTION. 


During the year 1921 several sections of the United 
States and Canada organized their district conferences 
and held their first meetings. This has been another 
and very important step forward in the development of 
the plan of the Association. 

Through these conferences the local problems of the 
respective districts, may be solved; cooperation for 
common betterment of their-hospitals may be effected; 
and the purpose and activities of the main organiza- 
tion may be strongly supplemented. It is not too much to 
anticipate that, by the end of the year 1922, every section 
of the Association’s field shall have organized its local 
conference. 

Owing to obstacles, which often seem to be unavoid- 
able in the development of plans, it has not been practic- 
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able to assemble and publish the transactions of the var- 
ious conferences as promptly as was desired. One ob- 
stacle was the necessity of publishing early the transac- 
tions of the Association’s conventions and of other edi- 
torial material that had accumulated; another was the 
necessary limit of editorial space. 

However, we are pleased to announce that, begin 
ning with this issue, a special section of the magazine 
will be devoted to the Conferences—their transactions 
and news. The conference reports already at hand, to- 
gether with whatever henceforth shall be received, will 
be published regularly in this section and to an extert 
consistent with the necessary limit of space. 

Needless to state, we sincerely welcome help and sug- 
gestions for making this, as well as every other phase of 
HospitaL Progress, as successful as possible. Constant 
cooperation by all concerned is a fundamental essential. 


State Conferences of the Catholic 
Hospital Association 


Address delivered at the first annual meetings of the 
Illinois and Indiana Conferences 
Rev. P. J. Mahan, S. J. Chicago, II. 


Before explaining the purpose of the State Confer- 
ence, I will say a few words upon the benefits of organi- 
zation. The main benefits to be derived from organiz- 
tion are two, mutual progress and mutual defense or 
support. 

Organization helps towards progress. This statement 
searcely needs any proof. The fact that people in all 
lines of endeavor, social, civic, commercial and scientific 
seem instinctively to form clubs and societies of various 
kinds, and that the main purpose mentioned in the con- 
stitutions of these organizations is personal and cor- 
porate progress, is evidence of the fact that progress is 
reallly promoted by such unions. 

The basis of this benefit is easily pointed out. What 
is true of individuals in the line of progress is true also 
almost to the same extent, of groups of individuals. Now 
though individuals are capable of indefinite intellectual 
and moral growth, they must come together in social 
intercourse, form themselves into social units, in order 
that this capacity of which they are possessed may grow 
into actual development. 

This is the reason we define man as a social animal, 
and that society is a natural institution, that it springs 
from the very nature of man and his needs. Without 
mutual contact and mutual exchange of thought, the in- 
dividual is necessarily limited and restrained and the 
treasures of experience are not fully conserved for the 
future. 

Mutual Defense or Support. 

Organization serves as a mutual defense or support. 

This is called a democratic country. In a democracy 
the various movements that affect public life are general- 
ly the result of public opinion. Whether this public opin- 
ion grows spontaneously or is generated artificially, ex- 
perience shows that it is necessary before any movement 
can be successfully carried through. In order to have 
one’s interest properly cared for, it is quite evident that 
one must have power over, or influence upon public opin- 
ion. The individual, working alone, has no such power 


or influence and hence he must unite with others hav- 
ing similar interests in order to defend his rights and to 
secure the benefits to which he is entitled. 
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These are the main reasons why we have come to- 
gether to organize our Catholic hospitals. But the 
question may be asked, “Are we not already sufficiently 
organized? Have we not the Catholic Hospital As- 
sociation?’ In order to. answer these questions it will 
be necessary to explain the functions and scope of the 
parent organization and of the State Conferences, to 
point out wherein they differ. 

The Catholic Hospital Association has a field all to 
itself; it has broad, general policies to promote which 
are important for all hospitals and not merely for one 
particular section of the country. The first and most 
important object of the national organization is to 
bring together all the Catholic hospitals of the United 
States and Canada into one body both in feeling and in 
action. 

These separate units, in the past, went along their 
own individual paths without contact with others, with 
the result that they developed slowly, unevenly and with- 
in narrow limits since they benefitted to a very small 
extent by the experience of others.. Within the last sev- 
en years this has all been changed by the Catholic 
Hospital Association, and all our hospitals are eloquent 
in their words of appreciation of the new life and in- 
spiration they have derived from union.- 


Appreciation of a Calling. 

Another result of this union is the realization, b7 
each hospital, and by each Sister in every hospital, of the 
bigness and greatness of the work upon which they are 
engaged. Few realized what the Catholic Church was 
doing through its Sisterhoods in hospital work before the 
Catholic Hospital Association, through its conventions 
and publications, brought out inte public view in a con- 
crete way the number, the size and the high character of 
the hospitals under Catholic control. 

Out of the realization of the magnitude of this 
great work of the Church came a sense of the glory ac- 
cruing to the Church, and thus each individual Sister 
came to realize that the small sphere in which she was 
acting is a part of that one, big, great, wonderful work 
of the Church, and to be consoled by the sense of her 





















part in it, since the whole is but the accumulation of in- 
dividual efforts. 

Just as the ocean is made up of innumerable single 
drops of water, so that if the drops were not there neither 
would there be an ocean, so this glorious work of the 
Church owes its existence to the devotion and sacrifice 
of each one engaged in it. It makes each Sister feel 
that her life is devoted to a great and worthy cause. It 
is only through the unifying efforts of the Catholic 
Hospital Association that this result could be attained. 

Again the Catholic Hospital Association is able to 
look out upon the whole field of hospital work, studying 
not only the Catholic hospitals but all hospitals, learning 
what is good in each, rejecting what is useless or evil, 
and thus forming general, conservative policies of hos- 
pital administration for the benefit of our Catholic hos- 
pitals. 

Service of the Smaller Organization. 

These are but a few of the more important objects 
of the national organization, objects which a state con- 
ference could never attain. But there are numberless 
smaller details of hospital work which the bigger organi- 
zation cannot attend to. As a matter of fact the pro- 
grams of our conventions have been criticized because 
they did not go into the intimate details of hospital 
work and thus failed to give needed help in solving in- 
dividual problems. 

The Catholic Hospital Association had this criticism 
in mind in voting to establish state conferences, for this 
is the special field of the state conference. Each section 
of the country has its own problems which are of interest 
only to that particular section, and these problems afford 
abundant material for interesting programs at the 
annual meetings of the state conferences. 

Another characteristic of the state conference, 
which makes it different from the parent organization 
and which also commends it, is that it is for the Sisters, 
alone. The Catholic Hospital Association must neces- 
sarily include Sisters, doctors and nurses, for all must 
work together in putting into operation the policies de- 
cided upon at our national conventions. But this ming- 
ling of different groups has a tendency to prevent Sis- 
ters taking as active a part in the discussions as is de- 
sirable. In the state conference meetings, where the Sis- 
ters are by themselves, they will not hesitate to read 
papers nor will they be backward in carrying on discus- 
sions. 

The result of this will be that the best minds among 
our hospital Sisters will be recognized, their service will 
be secured for the working out of problems nearer hore 
and a real science of hospital administration be more 
broadly diffused among our Sisters. 

Moreover the officers of the state conferences are 
Sisters; upon them rests the responsibility of making 


Some of the Benefits and Advantages of State Con- 
ferences of the Catholic Hospital Association 
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the Conference a living and helpful and inspiring force. 

They will learn to think along the broader lines of 
the “Catholic Hospitals of their State” rather than 
along the narrower lines of their own hospital. When 
each state is properly organized with efficient officers, it 
is easy to see how this will react to the benefit of the 
national organization in bringing out and educating the 
best and most experienced among our hospital Sisters. 


Expansion of the Hospital. 

This brief explanation will serve to show the distinc- 
tion between the national organization and the state con- 
ference and some of the valuable purposes the latter is 
meant to serve. Many other ends might be mentioned 
which only the state conference can attain, and the 
future will bring out many other benefits which we can- 
not now foresee. I will mention only one definite work 
which the state conference can and should foster. 

We are all aware of the revolution that has come 
over hospitals within the last few years. In the past 
Sisters had only to be good housekeepers, and kind, 
patient nurses. Now the hospital has grown into a 
pathological, bacteriological, anaesthetical and dietetical 
laboratory. It has become more complicated and 
scientific, and it is going to continue to grow more s0. 

This change has come about because it is good, be- 
cause it is for the benefit of the patient, because it re- 
places guess work with more scientific accuracy, because 
it helps to put a check on disease and reduces the inten- 
sity and duration of suffering. This scientific growth 
of the hospital calls for trained workers in all these fields 
of hospital science. 

How are these trained workers to be obtained with 
the least expenditure of time and money? Through the 
state conferences, When a group of states has been or- 
ganized, the executive officers of these various states can 
very easily come together and agree upon a definite plan. 
They can, for instance, decide that the most pressing 
need is a well trained corps of dieticians; the officers 
of each state can then send out a call to their respective 
hospitals asking them to set aside a Sister to take up a 
course in dietetics. 

Thus a sufficiently large enrollment can be quickly 
secured to justify retaining the services of an expert at 
any time of the year to instruct and equip our Sisters 
for scientific work in this line. This can be done for 
technicians, X-ray workers, etc. 

This power of getting together at short notice and 
deciding upon a definite policy which all the hospitals 
of a definite region will immediately unite upon and 
push is one of the greatest benefits the State Conference 
will secure, and will without doubt result in rapidly ad- 
vancing the scientific character of our Catholic hospit- 
als and keep them at the front in scientific excellence. 





of the U. S. and Canada 


Rev. John F. M. 


Some few years ago the vastness of the Catholic 
Hospital activities in the northern part of the Western 
Hemisphere impressed itself most forcibly upon the ever 
alert and active mind of His Grace, Archbishop Mess- 
mer of Milwaukee, and the keen foresight which char- 
acterizes His Grace’s heart-and-head interest in the work 
of the Church, prompted him to lay the foundation of 
the Catholic Hospital Association of the U. S. and 
Canada. 

Through his indefatigable zeal and ever-abiding sup- 
port of the movement he has advocated and launched the 
Catholic Hospital Association. Though still in its in- 
fancy, it is an assured fact and it will continue to ex- 
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pand and increase until every Catholic Hospital in the 
U. S. and Canada will become a member. 

The movement which His Grace started was at once 
taken up by others who realized the scope for good that 
such an organization had and still has, and the co-opera- 
tion of the Jesuit Fathers, especially of Father Moulin- 
ier and Father Mahan, and of the Doctors Moorhead, as 
well as that of the different orders of Sisters, has been a 
most important factor in securing and insuring the suc- 
cess of the movement. 

Founded on Principles of Charity. 

The Catholic Hospitals are an ever-existing, ever 

present expression of the charity of Christ. The Catho- 
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lie Church, which is the continuation of Christ’s life in 
the world, is founded on the principle of charity. She 
is the real mother of Christian and Catholic Hospital] 
activity. 

The Church, as we know, is the most perfect society 
in the world. She is a perfectly organized body, with an 
organization so systematized as to meet the exigencies 
of all places and all times. Like her, then, we may coa- 
clude that the activities which express and manifest her 
very living character should be organized and systematiz- 
ed to further their work of charity in the most effective 
manner consistent with the spirit of true charity. 

Realizing that the fundamental principle of Christ- 
ianity is charity, those outside of the true faith see the 
necessity of expressing themselves in ways imitating the 
external activities of Christ’s own church. The result 
is that some without the pale of the true faith and many 
of no faith, as well as governments, national, state, 
county, and municipal, and industrial organizations, 
prompted by humanitarian principles, have built and 
are building hospitals to alleviate the mentally and phy- 
sically disabled and diseased. 

With the number of hospitals steadily increasing 
there naturally, and I might say, necessarily, follows 
legal action governing their conduct. But since the 
number of those who are engaged in advocating and se- 
curing legal action in the framing of laws pertaining to 
hospitals, are doing so from political, personal and 
other motives not always prompted by the charity of 
Christ and of His Church, there has arisen a most im- 
portant need to protect these institutions wherein the 
guiding principle and fundamental motive is love of man 
for love of God. 

This protection cannot be secured by individual ef- 
fort on the part of the hospital, but must be the re- 
sult of organized effort on the part of those whose life 
is spent in “going about doing good,” as Christ did. 

Hence the need of the Catholic Hospital Association 
of the U. S. and Canada and, let us hope of all 
countries, eventually. 

The vastness of these two countries means a large or- 
ganization, and in order that the organization may be a 
reality to each Catholic hospital, there arises a necessity 
of holding State and Diocesan Conferences. 


United in Aim and Purpose. 

As was mentioned above the Catholic hospitals are 
an expression of the Church’s spirit of true, real charity 
They are furthermore, an expression of the Catholicity 
of the Church’s charity. We have here visualized be 
fore us a number of separate and distinct religious or- 
ganizations, each conducting their hospitals. But al- 
though they are independent as to their order, they are 
all united in aim and purpose and all have as their mo- 
tive the charity of Christ. 

Thus we see the Catholic note of our hospitals, be- 
cause they are many distinct orders, yet they are, in the 
words of St. Paul, “many members of one body, whose 
head is Christ.” To have this Catholic note of our Hos- 
pitals visualized before us is most assuredly a great bene- 
fit in adding zeal to the labors of those engaged in them. 

A further advantage of these conferences is seen in 
the application of the adage. “Two heads are better than 
one.” At these conferences are gathered together the 
religious from all parts of the State. Each one has 
something to present that solves a local difficulty, or 
that eliminates a local disadvantage, or perhaps has a 
more efficient method of making progress in the conduct 
of their own Hospital. Here then, at these conferences 
the occasion of presenting the various ideas and plans 
will be a means of helping all in their own hospital for 
new ideas and plans are carried back with them. 


Fostering Beneficial Laws. 

Reference was made above to legal action regarding 
the conduct of hospitals. As the hospitals naturally are 
institutions for the welfare of the public, the State 
must necessarily enact laws regarding them and their 
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they affect the welfare of its 
The union of the Catholic Hos- 
pitals of the State into one conference will have great 
moral force in fostering real beneficial laws on the one 
hand and in safeguarding the Hospital from being op- 
pressed by obnoxious laws. 

This feature has received an added impetus and 
power since the laws granting suffrage to women have 
been enacted. Let me here suggest and urge that our 
Catholic Sisters make use of this right—as it is a con- 
scientious duty incumbent upon them. 

The world will never, can never, and never wants to, 
understand the truths of the Church of Christ. But that 
spirit of the charity of Christ, which is, as was said 
above, the urging principle of the catholic hospital, will 
under divine guidance and influence radiate itself, as 
experience testifies, and many of those unto whom this 
hospital ministration is given in this spirit of Christ 
like charity, will lose much of this prejudice and an- 
tagonism against the well spring of that spirit of Christ, 
the Catholic Church. 

The publicity which will be given to these confer- 
ences will serve to emphasize that note in the Catholic 
hospitals and will do much to charitably dispose men of 
the world toward the Church. Not only will these con- 
ferences affect the general public in its attitude toward 
the Church as a body, but they will also tend to bring 
about a higher estimation of the teaching of the Church 
regarding the value of human life and the principal 
makeup of man—the human soul. 

Through these conferences such members of the medi- 
cal profession, who view and advocate the criminal and 
wanton destruction of human life in certain cases as a 
justifiable expedient, can and will be forbidden and pre- 
vented from becoming members of the staffs of the dif- 
ferent hospitals unless such practices are by them dis- 
continued. 


ministration insofar as 
citizens and inhabitants. 


Value of Standards. 

Closely allied with the last mentioned matter the 
writer begs leave to submit a suggestion that may be 
considered by the present Indiana conference. It is 
this, that ways and means of securing standardized text- 
books, written in harmony with the teaching of Catholic 
morality, for use in the Training Schools for Nurses, 
and advocating their general acceptance by all the mem- 
ber hospitals, be sought. 

For those subjects upon which a text book so con- 
formed to the Church’s teaching has not been written 
the cooperation and elaboration of such men as are pre- 
eminent in those subjects and in accord with the 
Church’s teaching can be secured. The effect will be the 
dissemination of Catholic teaching and knowledge re- 
quired by the nursing profession, and that is the founda- 
tion of the only true teaching and true knowledge. 

Turning to the material benefits that may be derived 
from the state conference the following suggestion is 
made—merely as a suggestion—namely, that the con- 
ference might consider the organization of a central pur- 
chasing office for all Catholic hospitals in the State for 
the buying of such non-perishables as may be secured at 
a lower cost through purchase in larger quantities. 

This would effect a saving by getting a lower price 
due to the large quantity of each commodity bought by 
the central office and also to the usual cash discount. 
Such items as surgical instruments and supplies, coal, 
kitchen and laundry machinery and supplies, could then 
be secured, the writer believes, at a price much lower 
than the current price paid by the hospitals buying in- 
dividually and in much smaller amounts. 

Each member hospital could send a list of their re- 
quirements periodically, based upon the amount used 
during the preceding year. The time when the ship- 
ment of the various articles should be made could be 
stated on the requisition and the purchasing office 
could then arrange the buying, shipping and other de- 
tails of the transactions. 

















The above considerations and suggestions present- 
ed themselves to the writer and are respectfully sub- 
mitted to this first conference of the catholic hospitals 
of Indiana, in a spirit of timidity and humility, for he 
can lay claim to very little knowledge of the manage- 
ment of hospitals. Our Catholic Sisterhoods are most 
efficient in this work as is attested by the existence of 
about 60% of the hospitals in the United States and 
Canada being conducted by them in a most successful 
manner. The time limit was short and other matters 
were urgent. 


In trying to reach a degree of standarization equal 
to that of our sister institutions, and at the same time 
agreeable to the committee on Hospital standardization, 
we have considered three salient principles, namely: 
Completeness of records, staff organization with its 
study of Hospital records, and the adaptability of re- 
cords to the work performed in our institution. 

With no method of records other than that of the 
nurse, we welcomed a system whereby the patients dur- 
ing their stay in the hospital, might be given the ad- 
vantage of the doctor’s careful and close study of their 
case, and the findings resulting therefrom. Such a sy- 
stem has gone far towards encouraging not only a much 
closer observation and examination of the patient, but 
also in developing in the doctors a personal effort, to 
gain a degree of perfection and accuracy, which was 
heretofore deemed unnecessary. 

It is our aim, to make our records brief, by avoid- 
ing all repetition, and all unessential remarks. We also 
aim at simplicity, by being exact and, to the point in 
our wording; finally we aim to be thorough, by being pre- 
cise and conscientious. Much valuable statistical infor- 
mation will shortly be at hand, which cannot but make 
for better medicine in our institution. 

Our staff was increased a possible half dozen 
practicing physicians, to a well organized staff of about 
twenty-five members, selected for their special ability 
and experience in the various departmenis of medicine. 

Monthly meetings of the staff were instituted, for 
the purpose of establishing better methods for coopera- 
tion between the various units, also for demonstrating 
cases of special interest, and for reviewing the completed 
records of the past month. 

Tt is needless to mention, that first of all we adopted 
a staff code of ethics, whereby every physician is for- 
bidden, to divide fees, and by which every illegitimate 
maternity method, and every practice contrary to the 
code of ethics, set forth for Catholic hospitals is prohi- 
bited. 

The procedure at staff meetings has been regulated 
by definite constitution and by-laws, and no breech of 
routine is tolerated. Any violation against by-laws or 
ethics is punished by expulsion from the staff. 

Summary of Chart Findings. 

Cases presented at staff meetings are openly discuss- 
ed; lantern slides, illustrating unusual findings are 
shown, and radiographic plates are examined in detail. 
Several papers on general topics of medical interest have 
been read, and discussed thoroughly. As our organiza- 
tion became better acquainted with records, and stan- 
dardization, we began a critical monthly summary of 
chart findings, noting especially, what errors existed in 
form and detail and, what might be added, or corrected. 
Each month we hold a period of school records, demon- 
strating correct methods of making records and calling 
attention to individual errors on the charts. 

This practice later developed into a grading system, 
whereby each physician’s records, whether he be a staff 
member or not, have been graded by an expert physician, 
whose duty it is, to supervise the record making, and 
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It is the writer’s sincere and earnest wish that the 
Catholic Hospital Association of the United States and 
Canada and the state and diocesan Conferences, as so 
many units of it, will continue to grow and become a 
most effective means of keeping ever alive the true 
charity of Christ—and that that selfsame charity will 
be the incentive in urging each member hospital to be- 


come as nearly perfect in its ministrations to the sick as 
union with the Association and the Association’s strivings 
for the Charity of Christ, “pressing it ever on” can make 
it. 





N., La Fayette, Ind. 


who is known to be impartial in his criticism of same. 
Every physician who practices in this institution, is giv- 
en a grade for his month’s work along four main head- 
ings, namely: 

1) Case history, 2) Case examination and operative 
findings in surgical cases. 3) Case progress, which gives 
in detail the progress of patient’s condition; the con- 
sultations with examination and findings. 4) Complet: 
laboratory findings, to include routine blood and urine 
examination, X-ray findings if indicated and examine- 
tion of all tissues removed at operation. This procedure 
has markedly stimulated competition, in study of charts, 
and accuracy of records, and has been the source of un- 
biased inquiry into the causes of poor grades. 

Value of Criticism. 

Interesting cases are read from the summary cards, 
and thoroughly explained by the attending physician. 
Hereupon the staff carefully criticises and discusses the 
case in detail, as to findings and methods arriving at a 
diagnosis, accuracy of diagnosis and care of patient 
whilst in hospital. 

Valuable statistical data are now gathered at every 
meeting, from which we are able to judge whether we 
are progressing or slipping. Besides this every month 
the Chief of staff reads a report, which records all in- 
stitutional infections——the physician who ‘treated the 
cases, and, if possible the source of the infection. In 
consequence of this precaution we have noted a marked 
lessening of post-operative infections. I might say, 
these have been reduced from almost 15% one year ago, 
to about 3% at the present time. 

Again, a report is made each month of curettage for 
retained placenta, the causes, by whom treated, and a2 
close history of the case previous to admission. We 
have been convinced, of the true ethical character of our 
physician’s word, and, as a result of their conscientious- 
ness, many possible sources of criticism have been elim- 
inated. 

Our staff findings have been rather personal and 
critical, but we have found, that such open and frank 
discussion and criticism have been of great value, and 
are accepted with good will by all. 

The Service of Case Records. 

In our system of case records we have endeavored, 
to follow those forms, suggested by the committee of 
hospital standardization, and have only modified them 
to bring them to a suitable form for use in our institu- 
tion, and to meet most fully the needs of those physi- 
cians practicing in our hospital. 

At the beginning we were compelled to use a system 
of staff schooling in records, as I have stated before, by 
demonstrating the manner of making model history, ex- 
amination and progress records, and by laying stress on 
terms and findings of various types of cases, we very 
soon began to note a rapid improvement in wording and 
completeness. Frequent floor consultations with the 
supervisor of the records, have meant elimination of use- 
less wording, and greater accuracy and detail in records. 

In case of failure to comply with requirements, we 
make a note to that effect on the chart, calling the doc- 
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tor’s attention to the respective breech, and as a result o7 
this practice, neglect to write a record other than that 
at the bedside, have almost entirely been eliminated. 
We have laid particular stress upon a detailed condition, 
upon discharge which must be signed by the attending 
physician. 

It has been possible to allow the interns to write 
histories, and make physical examinations in many cases 
for staff members, by having same checked, by the phy- 
sician in charge, who adds such data as he may learn 
from the case. 

After a file has been completed and the patient dis- 
charged, the chart is taken to the filing room, where. it 
is carefully gone over, and errors brought to notice of 
the physician. After his final correction, the chart is 
graded by the supervisor of records, for the month’s 
staff report, a summary card is made, and the chart filed 
by number in a special filing case. A classified disease 
record system, also a ledger record by name and num- 
ber is kept to facilitate the findings of the record at any 
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later time. 

We have rigidly enforced the rule, of not permitting 
an operation, until all laboratory findings, examinations, 
working diagnosis and history of the case have been com- 
pleted. Exception to this rule is taken only, in emergency 
accident cases, where immediate operation is absolutely 
necessary. 

In the laboratory is kept a duplicate copy of all find- 
ings, which becomes a separate laboratory file. The orig- 
inal laboratory report is attached to the case record, and 
made a part of it. 

At the end of each month a summary for the month 
is made from cases, leaving the hospital during that 
period. This summary is for the staff only, and embraces 
the work complete, in statistical form. 

With the hearty cooperation of our physicians, and 
the efforts, we are evidently making towards thorough- 
ness; we cannot but feel highly gratified, and we hope 
enthusiastically, that we may progress to still more good- 
will, unity and perfection in the future. 


of the Nurse 


Sister M, Leonissa, R. N. 


The subject of this paper being so well understood 
makes it exceedingly difficult to know what to say but I 
shall endeavor to take it up from three viewpoints. The 
initial training, the nurses’s duties and her position. 

The Initial Training: A pupil nurse admitted as a 
candidate to the training school has, it is understood, the 
qualifications that compose her fitness for the work, as, 
character, physique, education and status. These have 
been taken into consideration and she now enters the 
training school as into a new world. The adjusting of 
herself to these new conditions, living habits and dis- 
cipline is not easy and it is then that the foundation must 
be laid for the work. They look to us “their teachers and 
instructors” for everything, hence, we must be their moral, 
physical and spiritual support. 

This requires that we must be all zeal and charity 
for their welfare and take them into our care as our own, 
study their characters, their aptitude, note their weak 
point, develop their womanly traits, help them to culti- 
vate the virtues of strength of character, courage and 
resistance to evil. We must at all times try to impress 
them with the nobleness of their calling and the dignity 
which is theirs provided they reach the mark of “the 
ideal nurse”. 

What is the Ideal Nurse? 

The ideal nurse, is one who is inspired with a love 
for her work, has a heart filled with Christian charity for 
her neighbor, especially the poor, desolate and suffering. 
She is eager and spares no effort to see that her pro- 
fessional knowledge and skill are the best she is able to 
offer: She realizes that what is worth doing for God’s 
love and the love of our neighbor, is worth doing well. 
She is one, who regards her patient not merely as an 
individual but as one who is dependent on her care not 
only physically but mentally and morally. 

In our training, one of the essentials is that we “the 
Sisters” insist upon and maintain a “high grade hospital 
atmosphere”. No nurse can fail to be greatly influenced 
by her surroundings, and she in turn imparts this in- 
fluence to others. 

We are all influenced more or less in the formation 
of habits by the example of those with whom we live and 
work and especially by the example of those in authority, 
consequently great vigilance is required on our part ever 
to be on the alert so they can clearly see that our work 
and motives are in accordance with our teaching. 

Careful ethical and practical teaching are the only 
means of maintaining the spirit and good tone of the 
training school which has a tremendous influence on the 
general reputation of the Hospital, for it is said, “it is the 
training school that makes the hospital”. It is in the sick- 





room that the physician can see and appreciate the results 
of his efforts. He notes the gradual progress in the 
powers of observation which the clinical record reveals and 
which makes the nurse an invaluable assistant to the 
physician. 

While the physician teaches the theory of nursing in 
his course of lectures (which is sometimes very theoreti- 
cal too) it isn’t theory he is looking for in the sick-room. 
There he expects to see order, cleanliness, tact, system, 
self-control and common sense displayed; all of these 
essentials are to be developed during training. 


It is evident then that we, as superintendents and head 
nurses, have a most important and conscientious duty. 
We certainly must endeavor always to be progressive— 
we owe it to our patients. We must constantly improve 
our methods but we must take precautions to sift out and 
accept the best and most practical. With all this craving 
for advancement and renovation of methods we must never 
lose sight of the one important thing—to instill into our 
pupil nurses a spirit that will inspire and elevate the 
minds of those whom they nurse and come in contact with. 


How many of our nurses follow the profession after 
graduation for more than a period of five years ?—not 
many. What does this mean? It means that our teach- 
ing and influence reaches out beyond the nursing profes- 
sion, hospital, etc. It has its bearing on the rearing of 
families and many other avocations which have a remark- 
able public influence, hence our teaching should be the 
best we can give. 

The art of nursing may be defined as scientific know]l- 
edge in the care of the sick. This is just the point that 
makes the work interesting to the pupil nurse. In her 
training she is taught to nurse by reason rather than by 
rule, she learns why things are done and above all the 
interpretation of Clinical symptoms. We must teach the 
pupil nurse that there is a technic and a nicety to be 
observed in doing every part of her work, even to the 
little thing as handing a glass of water to her patient. 

In the demonstration room is where the effectiveness 
of the practical work may be accomplished. Every part 
of the work should be demonstrated from the use of a 
clinical thermometer up to the operation of a hypodermy- 
clysis. By demonstration we can bring out points that 
cannot be taught in any other way and show the pupil 
nurse the impressiveness of modesty and reserve in all 
attentions to the sick. Of great importance is the demon- 
stration on the care of the bed and bed-making in every 
detail, even to fluffing the pillows and arranging them 
which means so much to the comfort of the patient,—and 
why all this attention to the sick-room and bed? It is 
the patient’s home as long as he is in the hospital. To 

















speak of ventilation, room temperature, room cleansing 
and disinfection takes up too much time but suffice it to 
say that each item has a wonderful influence on the 
recovery of the patient. 

Cleanliness is next to Godliness. Let us again spare 
no efforts to teach our pupil nurses cleanliness in every 
detail. Impress them with the meaning of surgical clean- 
liness and the term “asepsis”, which has achieved such 
marvelous success for surgery. Nearly all attentions that 
we give the sick require more or less observance of sur- 
gical cleanliness and aseptic measures which, at the same 
time, teaches the pupil nurse how to prevent the spread 
of infection, which is really of the greatest importance 
in a hospital where there are numbers of lives at stake. 
It is said there has been more infection spread by dirty 
hands than by any other one way. We must teach them 
to make soap and water their best friend and always be 
careful to wash their hands after any attentions given. 
This point observed will teach the nurse how to prevent 
infecting herself which means so much to her general 
health. In connection with the prevention of the spread 
of infection, let us teach them the important necessity 
of light, sunshine, thorough ventilation of sick-room and 
the danger of dust. We must endeavor in our teaching 
by demonstration to have our technic most simple and 
practical, remembering that the simplicity of any techni- 
que is the measure of its perfection. 

The Nurse’s Duties: They can be summed up in two 


The Laboratory 





The purpose of this paper is once more to bring to 
your attention the important position which the labora- 
tory occupies in our hospitals. 

During the past twenty-five years, such rapid strides 
have been made in all branches of medicine that it 
would be a difficult matter to decide, just which has 
made the most progress, but from a diagnostic stand- 
point it would seem that greater advance has been made 
in laboratory methods than in any other. 

The day has long since passed when the physician 
relies upon the condition of the tongue and the char- 
acter of the pulse to arrive at a conclusion concerning 
an illness. He resorts to more accurate methods, such 
us complete physical examination, laboratory studies 
and x-ray, so that at the present time a diagnosis is no 
diagnosis at all without the assistance of the laboratory. 

The busy practitioner has not the time to devote tu 
the thorough laboratory investigation of his case, in fact 
it would take about all of his time to become and remain 
efficient in this work. The laboratory provides constant 
and often inconspicious service which in emergencies 
may rise to the full level of a life saving device. 

An Opportunity to Raise Standards. 

Right here a wide field is opened for our Sisters to 
raise the standard of our hospitals by an adequate 
laboratory equipment and trained people or technicians to 
carry out this work. With the development of the la- 
boratory, there has come a demand for more workers and 
technicians and these in turn have come mainly from 
the ranks of women. Our Catholic Hospitals are es- 
pecially fortunate in having available members of Sister- 
hoods who find congenial and profitable work in these 
branches. > 

It is not my intention nor in my power to bring be- 
fore you a scientific paper as the time to prepare for this 
discussion was rather short. I could not think of ang- 
thing more practical than to go through a day’s work in 
the laboratory, and here and there relate a case which has 
seemed to me, to be especially instructive and thereby 
bring out a discussion which will enable me to take 
home much more information than I bring. 

The morning work begins with the routine examina- 
tion of the urine. From these examinations we are able 





HOSPITAL PROGRESS 





in our Hospitals 


Sister M. Confirma, Ft. Wayne, Ind. 





69 


words, obedience and loyalty. One of the first lessons she 
must learn is that of obedience to those in authority and 
to the discipline of the training school. She must learn to 
do the things ordered punctually and to accept as right, 
much that she cannot understand. She must be taught 
to be obedient to the physician’s orders. He has a right 
to a reasonable obedience from the nurse and to a loyal 
cooperation in the line of her duties, remembering that 
she is not responsible to the patient, but responsible to 
the physician. 

This term “loyalty” we must define thoroughly, teach- 
ing them that it means fidelity to duty, faithfulness to 
conscience, steadfastness in meeting one’s obligations and 
constancy in doing what is right. A loyal heart will carry 
us fast and far on the way of worthy service both to God 
and man. 


The Nurse’s Position: It can be summed up under 
one heading and that is “trust”. The sick trust in the 
nurse for the proper care of their body, and as we have 
said before, to some extent their mind and their soul in 
time of illness. They are at the nurse’s mercy and look 
to her for a mother’s care. The nurse must hold as 
sacred anything they may confide to her. Therefore, if 
during the course of training of a nurse we can instill the 
principles of obedience and loyalty, we shall trust that 
we have tried to do our duty and have given our fellow- 
men real charity. 





to detect pus—blood—albumen—casts—sugar—acetone 
etc., which also includes a microscopic examination. All 
specimens when brought to the laboratory are labeled 
with the patient’s name, doctor’s name, whether surgi 
cal, medical or obstetrical. Any pathology found in 
surgical cases is immediately reported to the Supervisor 
of the Operating Room and if time allows to the surgeon, 
so that the surgeon may have the advantage of any in- 


formation which might influence him either in the man- 
ner of the operation, the choice of the anaesthetic and as 
is frequently the case to postpone the operation or not 


operate at all. 


Value of Laboratory Findings. 

A case in point: One day a young lady twenty-three 
years of age was sent to the hospital by a country doc- 
tor for appendectomy. The surgeon in the city notify- 
ing the hospital and arranging for the hour of the opera- 
tion, time scheduled 5 P. M. The patient arrived about 
4:40 P. M. A routine specimen of urine was sent to 
the laboratory and on examination found blood chemical- 
ly and microscopically. 


When collecting the specimen fcr blood count. 
found the patient in considerable pain in the right i!- 
liac region. The blood count showed leucocytes 11,000, 


neutrophiles 77%. As should be done in all these cases 
where blood is found in females a specimen per catheter 
was obtained, more blood was detected. The doctors 
were expected any moment and upon their arrival the 
surgeon made no effort to examine the patient, but 
went directly to the Operating Room and sent for the 
patient for surgery. 

As no laboratory tests had been ordered, the above 
reports were handed to the surgeon and the usual re- 
mark was made—“Its a female.” Had this patient not 
been catheterized, she undoubtedly would have under- 
gone the operation for appendicitis. After four days of 
rest in bed, the patient was allowed to return home. 
What prevented the éurgeon from ‘performing this opera- 
tion? Was it not the laboratory findings? She had not ap- 
pendicitis but a disease of the right kidney. 

After examining all the morning urines and having 
selected those that appear to be especially important for 
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special examinations, and further having seen to it that 
any conditions that may arise (as in the case just report- 
ed), are promptly reported to the surgeon or to the doc- 
tor, or if necessary to the Supervisor of the Operating 
Room, we now proceed to make our blood examinations, 
taking care that any important matter be promptly 
brought to the attention of those who should know. 
Expediency of Blood Culture. 

From the study of the blood we are able to detect 
many diseases, such as leucemias, pernicious anemias, 
and in obscure cases, malaria and typhoid fever to say 
nothing of the astonishing information sometimes dis- 
closed by the complement fixation tests. The presence 
of a leucocytosis with an increase of polymorphonuclear 
cells in continued fever, is of great clinical significance, 
as it shows there is an infection or sepsis, the only ex- 
ception to this rule being typhoid, tuberculosis, small- 
pox, and malaria, with the very rare exception of syphili- 
tic fever. 

In the early suspected cases of typhoid fever the 
blood culture is made and will often be positive, while 
the widal test is still a negative one. In sepsis or sus- 
pected septic infection a blood culture is often of invalu- 
able assistance to the physician or surgeon. From pus 
and various discharges of wounds, smears and cultures 
are made to determine the causing organisms, and an 
estimation of the number of bacteria per field is made, 
after the use of Dakin’s solution, before closing of the 
wound. 

Now we proceed to the examination of tumors and 
material sent from the operating room. We make the 
frozen sections and label same. If immediate diagnosis 
is wanted one of the specialists in pathology on our staff 
(we have two pathologists on our Staff) is called to ren- 
der such important diagnosis while the removal of organs 
is pending. As the city has three self-supporting labora- 
tories, the work in our laboratory would not be sufficient 
to employ a full time pathologist, hence we have resorted 
to the above measures. 

Problem of Blood Transfusion. 

The study of feces, that is the search for protozoa 
has caused me considerable anxiety. A pamphlet by Dr. 
Frank Smithies was handed to me, and in the same is 
recorded the study of 1,000 stool analyses, indicating, 
that in 93 instances parasites were observed. 

As far as my own practical experience is concerned, 
I have thus far failed to have any success in this search 
and would greatly appreciate if any of the Sisters or 
laboratory workers present would present their experi- 
ence in this regard. Perhaps it would throw some light on 
my deficiency. 

The problem of blood transfusion is a very import- 
ant one. The unfavorable results of transfusion vary, 
from slight reactions on the part of the patient to more 
severe reactions and in some cases death. Experience 
has shown that the use of blood for transfusion, which 
has been properly tested, grouped and prepared, prac- 
tically removes the danger of this operation. 

Last, but not least, I wish to mention a new asset 
to our laboratory facilities—the Basal Metabolism Ap- 
paratus. The basal metabolic rate is a measurement of 
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the heat production in an individual under standard 
conditions; like the temperature. therefore, it is a 
measurement of certain heat phenomena inherent -in 
the living organism. 

Just as the thermometer divides diseases into the 
febrile and afebrile groups, so the basal metabolic rate 
differentiates diseases into three fundamentally distinct 
and characteristic groups: first, those with normal met- 
bolic rates (a normal heat production), second, thos 
with increased rates, third, those with decreased rates. 
Basal metabolic rates between plus 10 and minus 10 have 
no pathologic significance, while variations beyond these 
limits have more, and more significance the greater the 
variation from normal. 

The range of basal metabolic rates considered es 
sentially “normal” is between minus 10 and plus 10% 
while the range of basal metabolic rate between minus 
10 and minus 45%, and between plus 10 and plus 125% 
or over indicates an abnormal heat production. In thy- 
roid disturbances the Basal Metabolism Test is of special 
importance. A marked increase in the Baso-Metabolic 
Rate is indicative of Thyro-toxemia or Basedow’s disease. 
Where the Basal Metabolism Test shows an increase over 
45% plus an operation becomes extremely hazardous. 


We had a patient with a basal metabolic rate of plus 
140% and attributed this result to the effect that the 
machine must be inaccurate. The following night said 
patient nearly died from her thyroid absorption. A 
pole ligation was done since and her rate came down to 
plus 92%. 

Uniform Laboratory Methods. 

The Jones apparatus which we use is a portable 
closed circuit system into which a known quantity f 
oxygen is introduced in liter quantities, and the time 
noted for the consumption of one or more liters of gas. 
The carbon dioxide produced is absorbed by passing the 
expired gas over charcoal moistened with a solution of 
sodium hydroxide, ingeniously avoiding the use of a mo- 
tor for circulating air. 

It certainly would take too much time to go into de- 
tail about the various tests made in a laboratory, but 
before concluding I would like to add, that it is deemed 
advisable, that uniform laboratory methods be establish- 
ed and maintained in the various hospitals of the same 
community of Sisterhood for several reasons. 

We are all aware that changes must come and will 
come, and in order that no one may suffer thereby, 
uniform methods should be established, first, to avoid 
loss of time and delay in making out reports, second, 
that our reports may be scientifically correct and that our 
records may be made valuable in their compilation for 
scientific purposes. 

The Sisters in our Catholic Hospitals feel them- 
selves greatly indebted to the Catholic Hospital <As- 
sociation for the advancement and progress which have 
come with hospital standardization and especially the 
progress of good laboratories, for as I have said before, 
they provide constant and inconspicuous service which in 
emergencies may rise to the full level of a life saving 
device. 


Some of the Hospital’s Problems 


C. L. Bartlett, M. D., Mishawaka, Ind. 


The questions involved in arriving at a diagnosis, 
and making a prognosis, of a sick hospital, differ in 
several radical ways from those we ask ourselves wher 
treating a human being. In the first place the institution 
whether it be a young one or whether it be an old one 
is a fixed institution, built of inanimate matter and in- 
capable of manifesting any of the phenomena of life. 

Granting this, we must look for the cause of any 
pathology in another place namely, in the human ele- 


ment entering into the operation of these institutions. 
If for any reason the operation of the hospital is re- 
tarded, and the place is not operating on a perfectly ef- 
ficient basis, more often than not the cause can only be 
found and the remedy applied, when the fundamental 
principles of psychology are applied and we find just 
where the human element is entering into the question. 

In arriving at any definite conclusion in this re- 
gard we must not forget that all questions in which 


















the personnel connected with the hospital enters, are 
more or less local and, for the hospital concerned, indi- 
vidual. It is therefore impossible to lay down any hard and 
fast rules, which I might say would lead to the solution 
of your individual questions, but to simply bring this 
to your mind, and assure you that this much is at least 
axiomatic. Bear this in mind, then the personal equation 
is of more import than a beautiful building. 


Importance of Organized Staff. 

In consideration of the question from this stand 
point I will mention a few ideas that have occurred to 
me. The most vital element, is the staff. The men select- 
ed must be above reproach in their professional stand- 
ing, be boosters for the hospitai that they represent, and 
above all should be as free from the petty professional 
jealousies that are so apt to creep into the medical com- 
munity. 

The staff should be well organized under authoriz- 
ed regulations, and should meet at definite intervals for 
the transaction of business. The next most important 
item, is that part of the personnel that is more intimate- 
ly attacked to the hospital, namely those who spend all 
their working hours in the direct line of duty, those who 
are at all times in the hospital. 

In numbers this group is much greater than the 
staff members, comprising the superintendent of the hos- 
pital, the superintendent of nurses, the sisters, the gradu- 
ate nurses, the apprentice nurses, and the household 
help. Just one of these groups will I touch upon, the 
nurses. 

All those at all conversant with the hospital situa- 
tion know how hard it has been and still is to keep full 
the corps of student nurses. Many answers have been gi- 
ven to these questions and many of them contain thc 
germ of the truth; but whether it be because the young 
ladies can make more money in purely commercial lines, 
whether it is that the future of the life of a nurse de- 
mands many personal sacrifices, whether it be that the 
years of training are hard, or whether it be that the 
simple question of available numbers enters into the 
question. 

Whether it be one or all of these or others not nam- 
ed, the solution is the same. We must ertter the field in 
competition for a labor supply in just the same way that 
the other bidders do, and make our proposition attrac- 


The Training 


Sister M. Odilo, R. 





We are in the midst of a wonderful reorganization 
in education. Our previous ideas on what constitutes 
education have been reduced, and once again it would 
seem that we must begin from the foundation and build 
up a new system of education. 


The system of training is commonly held responsible 
for many deficiencies. It is contended that too much 
emphasis is placed on bedside work, and too little on 
scientific and theoretical principles, that much of the 
practical work in the hospital is of menial type and en- 
tirely uneducational, that our hard-and-fast system of 
discipline curbs individuality and makes the nurse an 
obedient follower but not a leader, that w> give too much 
time to the care of the sick, and too little to the social 
and economic causes of disease and to the prevention of 
sickness. These criticisms are not new, indeed nurses 
themselves have called attention to many of their own 
deficiencies long before outsiders recognized them. 
While a number of doctors have been protesting for 
years that they did not want educated women in nurs- 
ing, and while many of those in control of hospitals have 
opposed every step which has been made to bring in bet- 
ter women and give them better opportunities for train- 
ing, nurses have been constantly struggling to make the 


HOSPITAL PROGRESS 











71 





tive, much more so than it has often been in the past. It 
is true that you cannot divorce any educational pursuit 
from hard work, but you can make that hard work carry 
with it a happier vision for the future. 

Value of Trained Nurse. 

How may this be done? It might be aided by public 
instruction, in teaching the people the true value of the 
educated and trained nurse in the community, and in 
letting them know that the hospital in their midst is 
the source of the administering one in the time of their 
need. It might be aided by the adoption of a more hu- 
man attitude on the part of some of the doctors: How 
many times have you known a doctor to criticise a pupil 
nurse before the patient, and yet how often does the 
nurse stand up for the doctor, and being only human, 
it is within reason that he errs as often as others: 

It might be aided by letting the nurse know that R. 
N. stands for certain qualifications and accomplishments 
and that she is not going to have to enter into competi- 
tion with practical nurses, very often in the institution 
of their graduation. It may be aided in many ways, but 
now is the time to seek out these ways and by enlisting 
many in training we will partly solve our own problem 
by lightening the amount of their daily toil, and thu, 
offer something which at least approximates the eight 
hour day. 

In their instruction it must be continually kept be- 
fore them that they are not simply learning a trade that 
will enable them to make money, but that they are com- 
pleting their education in their chosen field, and that this 
education in itself is to be worth while. 

The hospital in connection with the larger institu- 
tions of learning of course enjoys a happier situation than 
does the one not so situated. The smaller hospital must 
therefore enlist all its available energies, and call all its 
parts into action in the training of the nurse. 

There is probably nothing in the educational field 
more broadening than the study of the biological sciences, 
and for this reason the laboratory should be enlisted to 
its fullest extent in the instruction of the nurses. The 
surgery and the diet kitchen and the operating room are 
the nurse’s sources of information and therefore they must 
be well regulated to perform that function. 

I have mentioned the nursing situation because it 
is at present a vital symptom of a hospital malady now 
sweeping the country and must be met. 


of the Nurse 


N., Ft. Wayne, Ind. 


doctors see these new fields and have been battling away, 
almost single handed, in their efforts to prepare them- 
selves better for just these new duties. 

Our training schools taken as a whole, are finer than 
they ever have been, and the women entering the schools 
are of better type than we have ever had in the history 
of the profession. The demand is greater because new 
hospitals are developing, and the shortage of applicants 
is part of the universal shortage of workers. But we be- 
lieve, that what we have been considering as a shortage 
of graduates, is really due to the diversion of hundreds 
and thousands of our nurses into new lines of work. The 
army still has a considerable force enrolled. The United 
State Public Health Service is increasing its personnel 
constantly, and expects to add to, rather than decrease 
its force. The Red Cross has, in this country alone 
twenty-three or twenty-four hundred nurses in its em- 
ploy, including all fields. All these departments have 
drawn their recruits almost entirely from nurses engag- 
ed in private work, which has created such a shortage in 
that field that the people in our homes are those suffer- 
ing most for nursing care, 

The nursing profession with its intimate contact 
with the sick, and its wonderful opportunity for service 
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to humanity, might well become the ideal life to which 
we aspire. The hospital training school is recognized as 
an educational institution,—should we not endeavor ts 
mould our curriculm as such? 

Recreation Needed. 

We have one decided advantage over the average 
educational institution, in that, our theory and practice 
may be worked out together. Our large clinical field is 
always at our command, but we have much to learn in 
our social and educational fields. When we realize 
what is being done in recreational education for tka 
students of our universities, colleges, high schools, we. 
feel that hospital training schools have but awakened t) 
their responsibilities in this branch of work. 

Another problem which confronts us is the housing 
of our pupils; much may be done to make our homes 
more attractive and comfortable for the student. There 
are many reasons why recreation is necessary, first, that 
the nurse may maintain her proper standard of health; 
second, that she may continue to grow mentally; third. 
that she may be successful in her profession, as “all 
work and no play makes Jack a dull boy;” fourth, that 
she may not only enjoy life but that her energy and spirit 
may be such, that out of her enjoyment she may give to 
those whom she ministers. 

The life in a hospital is too intense and absorbing to 
admit of many outside social activities. Nurses, how- 
ever, look back to the years of their training as the time 
when they enjoyed some of their happiest experiences 
and formed many of their closest friendships. The need 
for recreation and amusement has been recognized, and 
it is the recreation room of the nurses’ home, which in- 
sures the nursing staff of all the enjoyments they wish. 
Class games, and parties, which, on special occasions, are 
made especially attractive and interesting, serve to re- 
fresh the mind and body. ; 

Encouragement and Information. 

The young woman whose attention is drawn to a 
career of usefulness. who seeks admission to our train- 
ing schools, more often receives discouragement than en- 
couragement, First there are the parents, second, her 
teacher and her friends, and when she has run the gaunt- 
let of all the objectors and has arrived at the point to 
select a school of nursing, she is frequently repelled by 
the school itself. The standard of scholarship, the 
students, the methods of teaching, the manner of hand- 
ling the student, the discipline. the school life, the liv- 
ing conditions,—all these in many instances repel rather 
than encourage our young women. The would-be nurse 
who is thinking very seriously now finds it not an easy de- 
cision. There is little to guide her beyond an accredited 
list and some very general facts. If she is not thinking 
seriously, she selects a school for what it shows on the 
surface and what seems to meet her fancy, which may be 
nothing more than the style of uniforms. The types f 
teaching, conditions under which instruction is conduct- 
ed, order of work, supervision of practical teaching, 
home life, the dining room and all that goes to make a 
school, is seldom investigated and such information is 
seldom given out by the school authorities to their ap- 
licants. A prospectus and an application blank are 
about all that is handed out and the girl goes trustfully, 
usually enthusiastically into the school to be started on 
her career. 

Although the “rules and regulations” are not nearly 
so numerous now as some years ago, military discipline 
is enforced while the pupil nurse is on duty. Obedience 
to others is absolutely essential where life or death may 
be the result. 

An educational system which permits students to en- 
ter a school of nursing at all periods and on any day of 
the year, cannot give its students full justice. The pupil 
nurse will naturally not be able to keep up with the class- 
work. Students respond quickly to good teaching and 
recognize it readily; the socalled stupid ones are more of- 
ten the victims of poor teaching. Good health is of para- 
mount importance. 
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Desirable Character Traits. 

The character and personality of applicants should 
be given careful consideration. A nurse must be strong, 
because people will lean on her. She must be trust- 
worthy, because people will confide in her. She must 
have steadiness and self-reliance because heavy respon- 
sibilities will often be placed upon*her. Sympathy and 
tact and especially a kindly tolerant sense of humor, 
which sees all things in their true proportion, are essenti- 
al. And above all else, she must have courage, the cool 
“fighting nerves” to battle, with unfaltering patience, de- 
termination and hope against disease and suffering. 


High standards for entrance to training schools for 
nurses are being urged by leaders of the profession. Pub- 
licity is being put forth for the enlistment of large num 
bers of young women, for these schools, legislation is en- 
acted into law which calls for better conditions but what 
teaching facilities have these schools provided? We rare- 
ly find in charge of our schools a principal who is not con- 
scientious and hard-working, but many have their re- 
sponsibilities without conscious need of special prepara- 
tion and not a few have had but little education beyond 
that of grammar school, and their professional prepara- 
tion, sometimes, has been confined to graduation from 
training schools, where hospital equipment, clinical facili- 
ties and good teaching are equally absent. 


It must be borne in mind that a training school for 
nurses is a professional school, and this presupposes full 
secondary preparation. No school is larger or more pro- 
gressive than its head, and the principal of a nurses’ train- 
ing school should be as carefully selected for her person- 
al and professional qualifications as is the principal of 
any other girls’ school. Until the boards of managers 
of hospitals insist that the training school shall be con- 
ducted in such a manner as to strongly attract their own 
daughters, they cannot expect these schools to graduate 
the nurse who is now demanded in all the avenues of 
health education. 

It is true that we live in a changing world. Closer co- 
operation between the head nurses and principals of the 
school would do much to standardize nursing methods. No 
new procedure should be introduced in the classroom 
which has not first been presented to the head nurse. It is 
pretty generally felt among students today, that the head- 
nurses think merely of getting the work of the ward 
done in the most efficient manner and take little, if any, 
interest in the education of the nurse. This is the most 
serious criticism made by the college women who have 
recently entered nursing schools. When we have head 
nurses in the wards who can teach and who are interest- 
ed in doing so, we shall undoubtedly find much less dis- 
satisfaction among our student body, many of whom are 
inclined to feel today that they are not getting altogeth- 
er a “square deal.” 

The success and standing of the hospital depends 
very largely on having in charge of each department a 
capable executive whose business it is to see that the ma- 
chinery runs smoothly but the head nurse owes a duty te 
the pupils as well as to the hospital authorities. 

Students have a right to expect supervision in their 
work, from a person with training’ and experience and 
supervision of the right type implies teaching, since 
merely to condemn without teaching right methods of work 
is utter waste of time and energy for both supervisor and 
the one to be supervised. Observation cannot be taught 
in the classroom, it must be developed in connection with 
the daily work in the ward. Even though the pupil nurse 
cannot be given full responsibility for the conduct of the 
ward, could she not be given more scope for individual 
work? 

Theory and practice must go hand in hand, but we 
need to bear constantly in mind that we are not going 
to get the best results in our schools, no matter how ex- 
cellent the classroom teaching, without constant cor- 
relation of the theory and practice. 

















The busy instructor cannot be expected to carry this 
work alone, and must depend largely on the cooperation 
of supervisor and head nurse. With the right kind of 
teamwork between head nurses and instructors, we 
could work out an ideal teaching system. The head 
nurse must be made to see how important her work as a 
teacher is. Certainly she has an excellent opportunity be- 
cause of her close and constant contact with students to 
become familiar with their capacities and needs to give 
help where it is most needed. She alone can help them 
to acquire the skill and finished technique which is the 
result of frequently repeated practice. We all know 
from experience that we remember best the things which 
are associated with the actual cases under our care. ‘The 
head nurse who is doing this teaching will have an ad- 
ditional incentive to keep in touch with the progress in 
nursing and medicine and to continue her reading and 
study. Standards of conduct and work which are instill- 
ed in their students by the right type of head nurse are 
not temporary, but are carried down through the years. 

We need more cooperation among the faculty mem- 
bers of our training schools. A share in the interests of 
other departments will create larger interests and do 
away with much petty fault finding and friction. Ap- 
preciation of the aims of the other members of the hos 
pital staff, a realization of the common end for which 
all are striving will do much to bring about cooperation 
without which it is impossible to get desired results. 

Probably one of the best methods of getting this co- 
operation between members of the staff is by means of 
faculty conferences. ‘This is a logical step in the right 
direction and if meetings are carefully planned anu 
thought out, interest and success is bound to follow. 

To meet the requirements for nursing service in the 
future, nursing education must undergo a considerable 
transformation. It is only within recent years that 
training schools have become anything more than conven- 
ient excuses for enrollments of young women for exploita- 
tion in the service of hospitals. Training schools have 
been established by hospitals merely as a means of secur- 
ing nursing service at low cost. The obligation of the 
hospital to give something in return has been altogether 
too lightly regarded. It is little to be wondered at that 
young women developed for their life work with such 
ideals actuating the institutions in which they receive 
their training, are occasionally not appreciative of their 
high obligations to society. 

With training schools now awakening to the needs 
of the hour and recognizing their duty, the outlook is 
most encouraging for a higher standard of ethical perfec- 
tion. 

Perhaps I am somewhat visionary when it comes to 
a conception of what the nurse of the future will be, but 
I am fearful unless we adopt-a more generally forward 
looking view than exists at the present in the minds of 
many hospital executives, members of the medical pro- 
fession and even nurses themselves, that the shortage of 
nurses will become more, rather than less of a problem 
and that the publie will suffer from our failure to per- 
ceive the real fundamental facts. 

Education should not be given for self development 
alone, but should be considered as a trust to better en- 
able one to help others. 

Therefore, it is a call to service, first of all, which 
should cause one to decide to enter hospital training. 
After spending a number of years out of school in in- 
tellectual development, one realizes that God has made 
him for a purpose, and that one has powers, which, when 
developed, will make him a worthy factor in the world. 
To accomplish this, self comfort must often be put in 
the background. 

The Compelling Motive. 

One’s merit comes from the interior disposition with 
which an act is performed. If the nurse takes care that all 
her work be done from the motive of the love of God and 
of charity for her neighbor, she may be assured that the 
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practice of her profession is truly a work of mercy, and 
that besides her earthly wages, which she has a right to 
take for her support, she will also have a heavenly re- 
ward from Him who said: “Amen, I say unto you, if 
you have done it to one of these my least brethern, you 
have done it unto Me.” This pure and lofty motive will 
not only assure one of gaining the merit here and_ the glory 
hereafter, which will come from the performance of so 
many works of mercy, but will also be of powerful assist- 
ance in performing faithfully the sometimes hard and 
disagreeable duties of one’s profession. 

We see this unselfish trait throughout history in 
characters whose lives have been of real service to the 
world. Considering these facts, those of us who have 
entered training schools must ever bear in mind that we 
have entered upon a life of service and of sacrifice, de- 
termining to live that life. 

The nurse today holds an honored, an exalted po- 
sition in the eyes of the world. May she be worthy of 
this reverence, may she never be wanting in the hour of 
need, and may she, through her work and sacrifice, de- 
velop qualities that will make ever beautful to her the 
memories of her career in this her noble profession. 


WESTERN CANADA CONFERENCE. 

The Western Canada Conference of the Catholic 
Hospital Association held its first annual convention, 
November 2 and 3 at the Grey Nun’s Hospital, Regina, 
Sask., Canada. Problems facing the Catholic hospitals 
of the western province came up for discussion. The 
business of the society was the adoption of a constitution 
and bylaws. 

The meeting was called to order by Rev. T. Mac Ma- 
hon, 8 The address of the first evening was given by 
Sylvester Curtin, who spoke on the legal aspects of hos- 
pitals. He discussed the legal liabilities and legal dam- 
ages which might be demanded by a community. A dis- 
cussion on the various departments of nursing and the 
work of the training schools was held following Mr. 
Curtin’s address. Mother Allaire led in the discussion. 
It was the sentiment of the meeting that hospitals of 
less than 50 bed capacity should not conduct training 
schools. 

The second meeting of the Conference was presided 
over by Father M. Ferre, who introduced Dr. M. M. Sey- 
mour, Commissioner of Health for Regina. Dr. Seymour 
pointed out that preventive medicine has become one 
of the geatest agents in the preservation and prolonging of 
life and declared that the average length of life has been 
extended fifteen years. This has been accomplished 
through the evolution of the medical profession from the 
empirical to the scientific form. 


WISCONSIN CONFERENCE APPOINTS COM- 
MITTEES. 

Sister Mary Rita, Chairman of the Wisconsin State 
Conference of the Catholic Hospital Association, has ap- 
pointed the following: 

Committee on Methods and Progress.—Sister Claire, 
St. Mary’s Hospital, Green Bay; Sister Alberta, St. 
Joseph’s Hospital, Milwaukee; Sister Theodora, St. Francis 
Hospital, La Crosse; Sister Bernarda, St. Mary’s Hospital, 
Racine. 

Committee on Laws and Legislation.—Sister Dolores, 
St. Mary’s Hospital, Milwaukee; Sister Seraphia, St. 
Agnes Hospital, Fond du Lac; Sister Catherine, St. Cath- 
erine’s Hospital, Kenosha; Sister Bernadette, St. Mary’s 
Hospital, Madison. 

Committee on Cooperation with Other Institutions and 
Organizations.—Sister Bartholomew, St. Joseph’s Hospi- 
tal, Marshfield; Sister Beata, St. Francis Hospital, La 
Crosse; Sister Anselma, St. Joseph’s Hospital, Ashland; 
Sister Patricia, Misercordia Hospital, Milwaukee. 

Committee on Constitution and By-Laws. — Mother 
Richard, St. Francis Hospital, La Crosse; Sister Rita, St. 
Joseph’s Hospital, Milwaukee; Sister Praxedes, St. Mary’s 
Hospital, Madison; Sister Josepha, St. Joseph’s Hospital, 
Ashland. 
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PROVINCIALISM IN MEDICINE. 

A Minnesota visitor at the recent meeting of the 
American College of Sugeons in Philadelphia traveled 
somewhat to certain other surgical centers in the east, 
and brought back some interesting information, indica- 
tive of the attitude of many eastern surgeons on the 
question of goiter. We who live in the Middle West and 
along the Great Lakes basin, certainly see a great deal 
of this most interesting affection. The Medical Reserve 
officers who came into the army from southern and 
southeastern states particularly, were quite amazed when 
shown the degree to which goiter is eudemic in certain 
of our northern states. The visitor to the eastern surgi- 
cal clinics was introduced in several operating rooms, 
whenever the question of goiter surgery came up an in- 
timation came with it that “If the patient were out west 
any other than surgical treatment would not be given 
consideration”. 

It seems now to be generally accepted that even in 
definite goiter areas or localities, the proper attention to 
the giving of some form of iodine to prospective mothers, 
and to young children in their growing period, would 
positively prevent on the one hand the establishment of 
foetal anlagen in the thyroid, or prevent the later estab- 
lishment of goiter if these were present. Nevertheless, 


we have with us now a great many patients who did not 
have an opportunity to benefit by this type of splendid 
research ; nor will the next generation profit by it to any 
very extensive degree, because the true progress of the 
world has never been by giant strides but rather by cater- 
pillar crawls. 

This question is not brought up at this time to par- 
ticularly emphasize this goiter situation, but rather draw 
attention to the provincialism that we all exhibit. We 
in the north do not see much hookworm disease, and 
pellagra is only an interesting speculation. If we lived 


in the south we would have a great deal more interest 
and sympathy with the tremendously intricate problems 


involved. One of the great difficulties with a journal so 
widely read as Hospital Progress is to present material 
of continuous interest. We should hear from members 
of the medical profession and nursing staffs from every 
section, and they should not hesitate to bring forward 
the problems most vital to them. And while we are con- 
templating on this feature, let us not forget that our own 
horizon is just about what we wish to make it, and the 
more nearly we approximate prairie or sea level the 
shorter the distance becomes. Surgeons in the middle 
west operate on more goiters than equally skilled men 
do in the East for the same reason that there are more 
oysters in Chespeake Bay than in Lake Superior. 

E. L. T. 

SOME NEW YEAR QUERIES. 

Advances in our hospitals during the coming year 
will depend on how intelligently and honestly we lived 
up to our ideals during the past year and on how worth- 
while those ideals were. 

“Men may rise on stepping stones 
Of their dead selves to higher things.” 
—Longfellow. 

It is worthwhile however, to take an inventory of 
our year’s accomplishments and put to ourselyes some 
queries that may be of value if we try conscientiously to 
answer them, and further try to “better that which is 
good.” 

Query I. Do Sisters sometimes take themselves too 
seriously in the sense of thinking themselves “sacro- 
“The King can do no wrong?” God works 
through human agencies. Taking on the “habit” does 
not necessarily put off all human frailties. A great 
agency for human welfare is the Sisterhoods—in school 
and hospital. We must recognize however that daily, 
and with increasing momentum, the march of science 
calls for more and more scientific equipment, better 
laboratories, in which we certainly would include the 
kitchen. Such scientific equipment calls for educated, 
trained and cultured men and women to use them. Just 
now we are not pleading for the increase of this arma- 
mentarium so much as we are for the educated, forward- 
looking women at the heads of our hospitals who, appre- 
ciating these things, insist that their hospitals shall be 
the best, and insist also that the professional men—and 


sanct.” 

















only those—who have the same scientific ideals and who 
qualify themselves by post-graduate study, clinical re- 
search and cooperative work, give to the hospital patient 
the best treatment procurable. Thus, and thus only, 
can the Sisterhoods put the Catholic Hospital and its 
staff on an equality with other Al hospitals. 

Query II, Have the staff meetings been successful ? 

What stale, unprofitable things they can be we all 
know. But they can and they must be profitable, educa- 
tional, inspiring. Above everything else the staff meet- 
ing must concern itself with the business of the hospital, 
which is the care of the individual patient, and the 
proper care of the indtvidual patient is the business of 
every doctor and every Sister in the hospital. The staff 
meeting is essentially an intimate, friendly meeting of 
partners in a real business—that of giving service to the 
patient, whoever the attendant. They are, or should be, 
different to the medical society meeting. There is no 
place for long papers or textbook discussions. There is 
need of friendly checking up of omissions by members 
who seem not alive to the highest interests of the patient, 
the hospital or the staff. There is no place for selfish 
display by any member. There is need of hearty, loyal 
cooperation by all. 

Above all, repeated derelictions in work, or records 
or ethical conduct must not be tolerated. 

Query III. Are the records properly kept in every 
detail ? 

If not, is it the fault of staff members, or do the 
Sisters fail to give well trained and sufficient help to 
have it properly done? No well organized business 
office would tolerate a high salaried man spending his 
time on small details easily attended to by a clerk. 
Neither should the Sisters ask the busy staff man to do 
detail work (except dictation) on records. But, only 
the man in charge can know what to record as to history, 
pre- and post-operative findings, treatment, progress of 
case and condition at time of discharge. He knows it 
best at the time and Sisters should insist that all records 
are kept up to date and are completed at time of dis- 
charge. 

The “courtesy” staff members might very well be 
asked to keep their own records—a very good way of 
judging of their fitness. 

Query 1V. Are the interns getting a “square deal” ? 

We do not think they are; and we further believe 
that the average Sisters’ hospital is the worst offender. 
Oh yes, they are well fed and are usually given com- 
fortable quarters ; but they do not supply interns enough. 
There should be at least one intern for every twenty-five 
to thirty patients. It is much harder for the intern to 
regulate his work and get it properly done where many 
men attend, than where he is attached to one man or 
group, as is the case in the teaching hospital or that 
with a smal] staff. 

We do not plead for teaching the intern how to 
operate (a foolish aim) but we do plead for more super- 
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vision, more direction of his work in library and labora- 
tory and at the bedside, more time for study and more 
recognition of the fact that he is a healthy young animal 
that needs some time off for play and recreation, 

Query V. Do we, Sisters and doctors, do what we 
can to get the public and especially the Catholic public, 
intelligently interested in our hospitals? 

By not doing so we are missing a great opportunity. 
Just ask ourselves how many of the priests even are 
“boosting” for us, or are they sometimes “knocking”. 
Our fault if so! 

This is too big a query to discuss here; but we 
should be able to say in the words of Archbishop Curley, 
“We 


vour 


need your willing help and have a right to expect 


generous cooperation.” 


LET US HAVE ACTION, 

At the beginning of the year, while looking forward 
with thoughts of progress, the mind tends to retro- 
spection, to a reviewing of the past for the sake of guid- 
ence in the future. We behold that little group of the 
year 1915—Sisters, nurses, doctors and clergy, assem- 
bled in Milwaukee, facing the facts of hospital deficiency, 
with a vision of what ought to be, and with a deter- 
mination to strive towards the goal. Then and there 
the Catholic Hospital Association of the United States 
and Canada was founded, organized, and its first con- 
vention held. Since that epoch-making event the or- 
ganization has gradually grown and today stands as a 
leader amongst the forces for hospital progress. And, 
logically, its position could not be less than this, both 
because of the extensive field which it represents, and 
also the essential principles by which it has been guid- 
ed. The reason for the origin and endurance of this 
Association is a basic one, a fundamental reason from 
the fact that it involves a strict duty to respect the pa- 
tient’s God-given right to adequate service, a founda- 
tion on which all else should be builded, and without 
which organized activities for hospital standardization 
in time are apt to crumble. Adequate service to the 
patient, therefore, has been, is and shall continue to be 
our main purpose. And from the beginning it was 
obvious that such service postulated two principle fac- 
tors, namely, first, the hospital consistently organized, 
with its various parts working in harmonious coopera 
tion; and, second, progress in science and skill, Pass- 
ing over the requirements of suitable structure, depart- 
ments, equipment and personnel in the factor of organi- 
zation, it is manifest that, in order to ensure the best 
service to the patient, cooperative, or group action 
amongst the various departments of special knowledge 
is a sine quanon. Apropos here is an impressive and 
rather happy statement by an educator: “The study 
of. medicine has assumed such extensive proportions 
that he who would cover the whole field must neces- 
sarily spread himself very thin.” As regards the factor 
or progress in science and skill, being Catholic insti- 
tutions the Sisters’ hospitals could not be other but 
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proponents of this. For should not even a layman 
thus: All the material elements of the uni- 


verse, together with the forces activating these elements 


reason 


and the laws directing these forces in their action, were 
created by God. Investigating some of these, man has 
tabulated his observations, and the resultant of this is 
Therefore all science known to man 


termed science. 


has come from God. Hence, is it not obvious that pro- 
gress in any phase of science and in skill in its applica- 
tion, when ethically employed, is not only consistent with 
& most noble path of life, but indeed highly commend- 
able as a tribute to the Creator? And that this point 
of view is true, the Church’s history throughout the 
centuries bears indisputable witness. So the Catholic 
Hospital Association has endeavored to emphasize these 
two factors. The criticism may be offered that much of 
our activity has been theoretical and that the practi- 
cal has been neglected. ‘That this was especially true 
up to recent times, is to be admitted; but in support of 
the theoretical was the recognized need of edueation 
in the plan. However, our conventions have grad- 
ually improved, several sectional conferences have been 
organized. Summer schools for technicians have been 
held, and an official monthly magazine Hospitat Pro- 
GREss, has been added to supplement the work. The year 
1922 should be made the most practical year in the his- 
tory of the Association. But to ensure this there must be 
active cooperation on the part of all. There should be 
a more general response to the requests from the As- 
sociation’s offices. This year there should be a sub- 
stantial increase in membership, both institutional and 
individual. ‘The majority of the Sisters’ hospitals are 
now members of the Association, but this is not enough. 
There does not appear to be a sound reason why any 
Sisters’ hospital in this Country or Canada should fail 
to cooperate in the work. Our organized efforts in- 
volve a cause, and this includes not only the welfare of 
the patient, but also the best interests of the hospital 
itself and all who have the privilege and benefits of be- 
ing associated with it. The submitted 
the names of their doctors whom they wish to be invited 
Invitations 


Sisters have 
to join them in their earnest endeavors. 

have been sent to all of these, and a good number has 
But there are still a great many that have 
Within the coming weeks these will be 


accepted. 
not responded. 
invited again, and it is sincerely urged that the Sisters 
impress upon the members of their staffs the importance 
of thus aiding them in their efforts for progress. Mere 
subscription to Hosprrat Proeress, the official maga- 
zine, does not suffice; for the existence of this journal 
is totally dependent upon the life of the Association, 
which, in turn, is dependent upon the strength and 
activity of its membership. The necessity constantly 
to supply Hosprrat Procress with articles, news and 
illustrations cannot too strongly be emphasized. It 
should be remembered that the editorial offices of Hos- 
PITAL ProGrEss are combined with the Association’s 
headquarters, namely, 1212 Majestic Building, Mil- 
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waukee, Wisconsin. Therefore, all articles, illustra- 
tions, etc., should be sent directly to this address. 
“News items” may be sent directly to the Bruce Pub- 
lishing Company, 129 Michigan Street, Milwaukee, 
In other words, the editorial offices are 
The magazine 


Wisconsin. 
responsible for all editorial material. 
now has three distinct sections for the training school, 
the staff doctors, and the sectional conferences. Ob- 
viously the success of these must depend upon the in- 
terest and contributions of the Sisters and nurses, the 
doctors, and the officers of the conferences. Contribu- 
tions to HospitaL Procress should be as practical as 
possible, in order that the journal may be the medium 
of useful knowledge. The 1922 Convention of the Asso- 
ciation should be made the most successful in the his- 
tory of the organization, but, for the ensuring of this, 
general cooperation is essential. The “questionnaire 
hooklet”, used at the 1921 convention, seemed to be of 
considerable help. In order to get the greatest benefit 
from this, the questionnaire sent to the members before 
the convention should be given careful consideration. 
Good suggestions by the members before the convention 
may avoid some of the criticism after it. For the sake 
of our great cause, let us all view the work involved in 
the light of a pleasing duty. 
Service. 

“The sweetest lives are those to duty wed, 

Whose deeds both great and small 

Are close knit strands of one unbroken thread.” 

B. F. M. 
DOCTORS’ HOSPITAL. 

In the September number of HosprraL Progress 
there appeared an editorial entitled “Sisters’ Hospitals”. 
The purpose of that editorial was to call attention to 
the fact that the great majority of Catholic hospitals 
actually belong to Communities of Sisters and, there- 
fore, are theirs legally and that consequently the great 


primary responsibility, legally, morally and _profes- 
sionally for the work done in the hospitals devolves on 


the Sisters as owners and professional managers of their 
hospitals. Furthermore, it is a fact, evident to all, that 
Sisters’ hospitals are to them homes, sanctuaries,— 
places for toil and sacrifice as well as for needed rest 
and recreation,—and the while they are the refuge for 
the sick and dying brethren of Christ to whose service 
Every Sister 
group 


the Sisters have consecrated their lives. 
in a Sisters’ hospital finds within the hospital a 
of women garbed as she is, vowed to service as she is, 
inspired to the same ideals as she is, prompted by the 
same community training and ambition as she is, guided 
and strengthened in her life by the same spiritual 
authority and the interior life of the same Faith and 
Holy Sacraments, yet actuated by the narrower but 
very strong and worthy esprit de corps that gives an 
added zest to every distinct group or community. of 
consecrated women carrying on the great service to the 
sick in Catholic hospitals. There is in very truth a 
well defined profession amongst the Catholic Sisters, at 














least, which warrants our giving them the title hospi- 
alers. They were called that centuries ago. Truly 
then it was correct to speak of the great group of Cath- 
olic hospitals as Sisters’ hospitals. 

None the less, however, is it very true to speak of 
these same hospitals as doctors’ hospitals. And the 
truth of this designation is becoming more and more 
clear and emphatic to the medical profession as the 
care of their patients becomes more and more a matter 
of hospital service. The deeper and broader and more 
complex the knowledge of the underlying laws of health 
and of diagnostic, therapeutic and of nursing care grows, 
the greater is the need for carefully organized hospital 
aids to the doctor. The hospital that takes under its 
care the patient of a doctor thereby binds itself by 
strict moral obligation to aid him in the care of his 
patient by all the means necessary for him to fulfil his 
obligation to his patient. By becoming the patient of 
the hospital, in a very true institutional sense, the 
patient does not cease to be the patient of a doctor but 
becomes the object of a double moral obligation, and, 
hence, there is added a double protection to the patient 
and an enhanced assurance to the doctor that his patient 
will be cared for more conscientiously because of the 
added obligation of the hospital to his patient and of 
him as a member of the staff of an organized and re- 
sponsible institution. The patient therefore, primarily 
belongs to the doctor and secondarily belongs to the 
doctor as the member of an organized staff, and in the 
third place belongs to the institution, which ipso facto 
shares the responsibility with the doctor towards his 
patients. As his membership on the staff implies a 
bilateral contract on part of the doctor and hospital of 
professional ability and integrity on the one side, and of 
institutional fitness on part of the hospital, the doctor 
may truly say that the hospital is his, and should do 
for his patients whatever he as the member of a staff 
can reasonably establish as requisite for up-to-date ser- 
cise to the sick. 

These subtle ethical relationships between patient 
and doctor and doctor and patient, patient and hospital 
and hospital and patient, between doctor and hospital 
and hospital and doctor, are becoming more and more 
clear-cut as we analyze the developing spirit and pro- 
cedure of the modern, standardized hospital. It is all 
a matter of common sense. analysis based on the 
primary, secondary and tertiary rights of patient, doc- 
tor and hospital. 

There can be no hospital without doctors. They 
are essential, therefore, to the very existence and con- 
tinuance of hospitals. There should, therefore, be no 
conflict between doctors and. hospitals or between hos- 
pitals and doctors, but a keen analysis and professional 
acceptance in the spirit of broad comity of the inter- 
related rights, duties and obligations growing out of 
the complex nature of a hospital. 

It is a joy and satisfaction to note how enlightened 
and kind is the spirit that is growing up in most of our 
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hospitals today under the benign influence of the altru- 
Ti 
he 


movement for better hospitals began with the medical 


ism which is developing in the medical profession. 


profession as its latest corporate inspiration and it 

must continue and reach its perfection by and within 

the medical profession. The hospital without a group 

of hospitalized medical men is like the play without 

Hamlet. Truly then hospitals are Doctors’ Hospitals. 
C. B. M. 


THE FRANCISCAN SPIRIT. 
The “Understanding Heart” had opened up a realm 


of thought, and with Love Divine as its inspiration I 
was looking into the “Mirror of Perfection” and found 
in St. Francis, the poor man of Assisi, a counterpart of 
every consecrated soul working for God today ; as he gave 
body and soul in service,—every day a ladder in his as- 
cent to his Beloved,—so those laboring in social service 
can find strength in the beauty and simplicity and 
exalted virtue of his life. 


It was short ; at the age of 44 the Master called him 
“T have done what was mine to do, may 
Christ teach you what is yours.” With such a Teacher, 
With such a brother who need lack in- 


to his reward. 
> 
who can fail? 
spiration or a model of duty? He was Gospel physician 
to the lepers. Sick himself, blind for a tong time, he 
was yet the most joyous of saints, enduring no long, sad 
faces about him. He told his friars to be minstrels of 
God. Love! 
spiritual force of the middle ages. 
whom Jesus of the Gospel found His purest incarnation. 


His spirit was the most potent 
He was a saint in 


Joy! 


Dichtung und Wahrheit! Possibly no other saint 
is so interwoven in art and literature, song and legend 
The Wolf of Gubbis is world-known, 
With Lady Poverty 
Pain his 


as St. Francis. 
the Canticle of the Sun a classic. 
his bride, the birds and fishes his sisters, 
brother, one marvels at the depth of this medieval evan- 
gelist and the astonishing number who left all and fol- 
lowed Him. 


Healing! “The Lord give you peace and bring you 
What a motto for hospitals—peace first and 


In large-hearted charity he gave away 


healing.” 
then the cure. 
body and soul, a perfect follower of Christ Crucified, 
whose Sacred Stigmata he carried on his body and tried 
to hide in his humility. 

It is almost seven hundred years since he went to 
his heavenly reward, but the spirit that animated him 
lives on and will continue until Eternity dawns, as per 
God’s promise and manifestation. St. Francis of Assisi, 
pray for us! — A Sister 
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Diseases of Children for Nurses. 
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TWO CASES OF MALARIA SIMULATING 
TYPHOID FEVER. 

Mr. J. S. Age 60. White. Single. 
4. 1921. 

When the writer saw the patient, the anamesis was 
with difficulty obtained. The patient’s mentality was 
low and he was slow in answering questions. He owned, 
however, that he lived in swampy districts and that he 
suffered from chills and fever occasionally. He did not 
remember having been ill of any disease. Had no ac- 
cidents or operation. 

The onset of the present condition was gradual; he 
complained of loss of appetite, weakness, pain all over 
the body, diarrhoea alternating with constipation. 
Patient was admitted to St. Joseph’s Hospital for obser- 
vation. 


Laborer. Aug. 


The physical examination revealed the following 
data: 

Patient in a semi stuperous condition. Does not 
complain of any pain or distressed feeling. 

His ears showed rupture of both drums. There was 


no discharge. 

The tongue was heavily coated with a thick, brown 
membrane. The teeth showed evidence of pyorrhoea. 

Lungs were negative except for both bases posteri- 
orly which showed definite dullness. Markedly diminish- 
ed breathing over the areas with occasional subsrepitant 
rales. 

Heart and abdomen were normal. 

Extremities were negative, There were no abnormal 
reflexes, no rigidity of neck, no Kernigs, no Argyll- 
Robertson pupil. 

From August 5th to 6th the patient’s condition re- 
mained the same. On August 7th the patient had a chill 
followed by high temperature. (See Chart I) From 
August 7th to August 14th the lungs showed gradual 
tendency to resolution. August 15th the patient showed 


marked evidence of a semi-comatous condition. Lungs 
clear. Temperature dropped to normal. 
August 16th the patient’s temperature rose follow- 


ing a chill. (See Chart) 

On the night of the 19th of August patient had con- 
siderable hemorrhage from the bowels. 

On August 20th the patient’s mental condition the 
same. Heart and lungs negative. 


1Report from St. Joseph's Hospital. 




















CHART I. 





From August 20th feces always showed either oc- 
cult blood or fresh blood lasting till patient’s demise. 

On August 23d neck rigid, Kernig present, no Bab- 
insky, no ample Clonus. 

August 25th neurological status the same, patient 
could hardly be roused from his comatous condition. 

August 26th, the patient died at 6:00 p. m. 

Differential Diagnosis. 

Double pneumonia present. 

Physical examination of both bases showing evasili- 
dation. ‘ 

Typhoid was excluded by the fact of Widal’s Test be- 
ing negative, and no typhoid bacillus ever found in tbe 
stools. 

Plasmodia Malaria were found during the chills. 
Malarial Cacbexia ruled out by the following laboratory 
finding. 
Hb. 
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Color—Amber. 
App.—Turbid. 
Reaction—Acid. 
Sp. Gr.—1020. 
Albumin—...... 
Sugar—...... 


Casts—None found. 

Epithelium—Renal very degenerated. 

Pus cells—about two per field 

Red blood cells—about two per field. 

The principal reason for reporting these cases is to 
call attention to the fact that malaria can in its pernici- 
ous form simulate typhoid and thus retard the recovery 
of the patient, and the other no less important reason is 
to bear in mind that purpura hemorrhagica occurs more 
frequently in malaria than is recorded in literature. 

A Second Case. 

Miss L. V. Age 14. White. 

Has had measles and pertussis. 

The onset of present cond‘tion was sudden initiat- 
ed by high temperature, stuporous, ambitionless state 
of mind. Appetite bad, bowels constipated, alternating 
with diarrhoea and copious hemorrhage. 

On examination patient shows marked anemia with 
emaciation. Chest flattened, otherwise normal, accentua- 
tion of pulmonic second sound. 

Spleen and liver palpable and percussable. 

Distention of abdomen throughout with slight ten- 
derness on pressure, no mass or rigidity could be elicited. 

Along the forearm, mainly over the ulna and over the 
tibia were blotches of hemorrhagic spots disappearing on 
pressure. There was no oedema. 

The axillary and inguinal glands were palpable. 
There were no abnormal reflexes. 

From July 19th to July 22d, patient ran a high tem- 
perature, vomited continuously, could not retain any food, 
was very cyanotic and semi-comatous. (See Chart IT) 

The Widal test was made and proved negative. 
Stools examined for typhoid bacilli and found negative. 
Blood was found to contain the Plasmodia Malaria. 
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Quinine, sulphate and sod. bi-carb was instituted 
by mouth but patient could not retain it. The quinine 
was administered by rectum with no avail. The quinine 


and urea hydrochloride was given hypodermically and. 


temperature dropped to 100—but kept oscillating between 
100 and 102 due to a complication of Otitis—Media. 
The general condition of the patient improved and 
as soon as the local infection of the ear was clear patient 
showed marked and steady progress toward recovery. 
From August 23d to September 2d the patient ran 
a normal temperature, appetite improved, wuwe.s* tree 
from blood, hemorrhagic spots cleared, gained in weight. 
Patient was discharged improved. (See Chart IIT) 
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and the high operative mortality that formerly occurred 
and still continues to exist, although to a lesser degree, 
in spite of improved methods of diagnosis and refinement 
of technique. 

In 1,453 cases of gastro-intestinal cancer at the May» 
clinic, it was found in the large bowel, not including 
the rectum, in 215 cases, or 15%. They also found about 
an equal number of cases of cancer of the rectum. 
This, then, places the frequericy of cancer in the large 
bowel and rectum at about 30%. Other observers, how 
ever, do not find it quite so frequent. Be this as it may, 
it does not detract from the great frequency and import- 
ance of this menace to life. 
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Differential Diagnosis. 

Malaria tending toward pernicious type with mixed 
infection from Otitis Media. 

Typhoid was thought of on account of the comatous 
condition, distention of abdomen and” intestinal hemor- 
rhage and purpura hemorrhagica, but ruled out when the 
Widal test was negative, and no typhoid bacilli in stools, 
and due to recovery of patient after malarial treatment. 

I refer the reader to a monogram of mine published 
in the Archives of Internal Medicine on “Three Cases of 
Purpura Hemorrhagica in Chronic Tuberculosis” with 
a brief review. March 1916. In that monogram J ex- 
plained how the endothilialcells of the capillaries need 
but the factors which take place in conditions of per- 
nicious malaria to bring about a condition of purpurea 
hemorrhagica. 

I am indebted to Drs. W. C. MacKintosh nd 
Thomas I. Janes for allowing me to use their material. 
CANCER OF THE LARGE BOWEL, INCLUDING 

. THE RECTUM. , 
* J. W. Riley, M. D., Oklahoma City, Okla. 

In a recent review of the literature on cancer of 
the large bowel, including the rectum, I was impressed 
with the comparative relative frequency of the disease, 


1An analysis of cases that have occurred at St. Anthony's 
Hospital in the past six years. 





CHARTS II AND III. 


The earlier statistics on the surgical treatment of 
cancer of the large bowel showed a mortality of 42%to 
50%, in the hands of the most skillful operators. Today, 
the mortality ranges from 12% to 15%, depending a 
great deal upon the operability percentage. The surgeon 
who refuses to operate except on good risks of course has 
a low mortality rate but a high percentage of non-oper- 
able cases. Another reason for the lower death rate is 
the better management of the operative case. Too 
much was attempted in the treatment of cancer of the 
colon with obstruction, the so-called “one-step” operation. 
With the development of the two-step operation, or the 
many step operation, the patient was handled in a more 
sensible and ideal manner. Drainage, a shockless opera- 
tion, was instituted first, and when the patient was pre- 
pared to withstand the more radical procedure, the re- 
moval of the growth was attempted. This was especial- 
ly applicable to those cases associated with obstruction, 
and while not so positively indicated in the non-obstruc- 
ive case, I believe that it is better surgery. It relieves 
the bowel of gas and decreases the intra-intestinal pres- 
sure, thereby preventing leakage at the site of the anas- 
tomosis and avoiding necrosis and infection, and is easily 
closed, without danger to the patient when no longer 
needed. 
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Cancer of the colon is a disease that runs a chronie 
course, having no early signs or symptoms. It may ex- 
ist for some time before the cardinal signs of pain, con- 
stipation, obstruction and bloody stools are presented. 
Tho radiographer is the judge who will be able to ad- 
vise quite definitely in all cases of cancer of the colon as 
to the presence and location of the tumor. This appears 
to be more definitely satisfactory when the barium 
enema is used than when only the gastro-intestinal meal 
is given. 

The pre-operative knowledge as to the location of the 
tumor and the lesion will better prepare the surgeon to 
attack it, and will prevent much of this needless maul- 
ing that you occasionally see when the operator is trying 
to locate the tumor after the abdomen is opened. The 
lesion, therefore, should be located before operating. 

Recent papers of Stiles and Bevan advise a prelimin- 
ary cecostomy in all cases of obstruction. The risk of 
this operation is small and relieves the patient of his urg- 
ent symptoms and prepares him for the secondary oper- 
ation. This simple procedure can be done under local 
anesthesia. It has been found that it is not necessary 
at this time to introduce the hands into the abdomen to 
determine the location of the tumor as this can be done 
later by the radiologist and with perfect safety to the 
patient. 

After the surgeon has determined the location of the 
lesion he can then make a subsequent incision where he 
can best attack the growth. It is only at the hepatic 
and splenic flexures that the X-ray may be deceiving. 
However, the careful radiologist realizes this possible 
danger and avoids it by looking for it. As a matter of 
fact, Moynihan states that he has never seen a tumor 
right at the flexure, that it is always somewhat removed 
from that point. 

Dowd, in the Annals of Surgery, of February, 1920, 
reports his results with the Mikulicz two-step operation. 
He believes that it is a very useful procedure and that 
it has enabled him to extend the operability and to re- 
duce the mortality in the second half of the colon more 
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than any other factor. He quotes Mikulicz’s own statis- 
tics, in which he states he was able to reduce the mortal- 
ity of the one-step operation from 42.9% to 12.5% by 
-the two-step operation, The Mikulicz operation prob- 
ably has a very useful place, but it is a rather.blind pro- 
cedure. - The infected lymph nodes are not removed and 
it 1s not always an easy matter to close the colostomy— 
(Stiles). Cecostomy carries the patient over his initial 
danger and enables the surgeon, when it is safe, to ex- 
explore the avenue and to determine if metastasis exists. 

After a liberal mobilization of the colon, the involv- 
ed bowel and lymph bearing nodes are resected and an 
end to end, or side to side anastomosis is performed 
The preliminary cecostomy reduces the intra-intestinal 
pressure, union is made more certain, and leakage less 
common. Stiles and Bevan believe that the two stage 
operation with a preliminary cecostomy is so much 2uper- 
ior to the Mukulicz operation that the latter should 
seldom be used. 

I have reviewed the records of the St. Anthony Hos- 
pital from January 1915 to January 1921, and have 
found that thirty-three patients were admitted in which 
a diagnosis of cancer of the large bowel was made. | They 
ranged from twenty-two years to sixty-nine years in age, 
an average of fifty-four and four tenths years. There 
were fourteen males and nineteen females, or 42.4%, and 
57.6%, respectively. The records of ten patients, or 
30.2%, which includes the history, physical examination, 
laboratory and subsequent notes, were very meagerly 
written, but I have considered that, although they are 
incomplete, they are of sufficient value to be used in this 
analysis. The duration of symptoms noted in the 
history varied from twenty years to ten days, an average 
of forty-two months. Constipation was noted in twenty 
four, or 70%, and diarrhoea in five, or 15.1%. Obstrue: 
tion of the bowels was found in six or 18.1%. This was 
complete in character and gave rise to urgent symptoms. 
Twenty-two, or 66.6% had a history of pain. Fourteen, 
or 42.4%, showed blood in the stool. Examination of 
stool for occult blood was not made in all cases, so that 
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RECORD OF CANCER 








Duration 
Pain.... ; 
Constipation. . . 


Loss of weight. . 
Vomiting... . 
Nausea...... 
Obstruction. . . 
Diarrhoea..... 
Hemorrhoids... . 
Location of tumor. 


Painful defecation. 
Painful urination.. . 
Loss of appetite 
Operation 
Operative mortality 
(ae 
Present condition 


Days in hospital.... . 
X-ray 
No physical exam... . 
No record 
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Abbreviations and Signs 


R.—Rectum. 
D. C.—Descending colon. 
T. C.—Transverse colon. 


Spl. Fl.—-Splenic flexure. Ce.—Cecum. 


A. C.—Ascending colon. 


R. S.—Recto sigmoid. 


H. Fl.—Hepatic flexure. 


not present. 
present. 


— —Symptom 
+ —Symptom 
?—No report. 























the number of cases in which blood was present in the 
stool was most presumably higher. Only three or 9% 
have any X-ray report on their record. Five, or 15.1%, 
show hemorrhoids. Tumor was demonstrable in twenty, 
or 60.6% This tumor was located as follows: 
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Nausea was recorded in eight and vomiting in ten 
patients, or 24.2%, and 30.2%, respectively. Loss of 
weight in varying amount was noted in twelve patients, 
or 36.3%. Painful defecation was noted in five and pain- 
ful urination in one. Seven, or 21.2% showed loss of 
appetite. 

Operation was performed on twenty-eight patients, 
or 84.8%. There were eleven deaths, or 39.3%, follow- 
ing operation. ‘That is, patients that died before leav- 
ing the hospital. Autopsy was performed on one. I have 
been unable to secure information on sixteen patients. 
Four patients subsequently died, three from colon can- 
cer and one from apoplexy. I have only been able to 
secure information on three patients from this series that 
are still alive. The first was a male, thirty-three years 
of age, on whom there was made a resection of the as- 
cending colon and hepatic flexure with an anastomosis of 
the ileum to the transverse colon. The second was 2 
male, fifty years of age, on whom an ilio-colic anastomosis 
was done without bowel resection, three years ago. In 
the absence of biopsy of the tumor in this case, I ques- 
tion very much the correctness of the diagnosis. The 
third case was a male, fifty-six years of age, on whom two 
blood transfusions were done, previous to his operation, 
and one subsequently. This man ‘was reduced to a 
state of exhaustion from intestinal obstruction, toxemia 
and hemorrhage. He made a very splendid recovery, 
following a resection of the ascending colon and trans- 
plantation of the terminal ileum into the right trans- 
verse colon. 
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Type of operation performed: 
ins de dca ens ache hawks gusiebh een 4 
ae aca ceenueece ewes were’ dion 2 
Left colostomy with resection .......6....+00+00002 
Left colostomy with preliminary cecostomy .......1 
Lliocecal anastomosis 
NE ei as bik bn be aCe ee eae eee ON 3 
Without resection ere 2 
Anastomosis sigmoid to recto sigmoid ee 
Resection of transeverse colon: 
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Therefore, the summary of six years of treatment of 
cancer of the colon shows thirty-three patients, twenty- 
eight of whom were operated upon, with a direct post-op- 
erative mortality of 39.3%. or 33.39%. of the total num 
ber admitted. Four more subsequently died, making the 
total death rate from cancer of the colon 45.4%. On six- 
teen, or 48.8%, we were unable to get any report. Are 
we to presume that they also are dead? Of the three 
cases that are alive, one most presumably was a mistaken 
diagnosis, as it is not reasonable to presume that a pa- 
tient with intestinal obstruction from cancer, on whom a 
short circuiting operation was done, would be alive at 
the end of three years. Our information, therefore, 
shows us that out of this series of thirty-three cases, only 
two, or 6%, are alive at the end of six years. Of course 
these statistics may be misleading as we have no abso- 
lute follow-up system and no way to determine the re- 
sults in the sixteen patients that we were unable to pro- 
cure information upon. However let this be as it may, 
this is a rather poor demonstration to the cancer of the 
colon patient and apparently offers him very little encour- 
agement. Cancer of the colon ought to offer the highest 
percentage of cure because of the slow metastasis in these 
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COUNTRY OPERATIONS. 


How strange that sounds in 1921. Nevertheless they 
do happen in some places where the people have not been 
trained to go to hospitals. And near Paris, the doctors 
have been trained to prepare for the operation by select- 
ing a well lighted room, preferably a north one, having the 
people remove all curtains, pictures, rugs, etc., wipe the 
walls and ceilings down, mop the floor, cover lower sash 
of window with Bon Ami (if it faced the street or road) 
and put into the room a table to be used for sterile table, 
small table for linen, and chair for anesthetist, and one 
for ether, mouth gags, ete., to have kettles of cold sterile 
water with sterile dipper in it, to have a very hot fire and 
plenty of hot water and if possible the kitchen table pre- 
pared for preliminary scrubbing of hands. If a nurse 
was on the case she prepared the field of operation. 

We brought with us a folding operating table, pair of 
stirrups, and the following supplies snugly packed in two 
suiteases : 

Sterile Linen—One lap pack containing 3 gowns, 10 
towels, 1 lap sheet, 4 lap pads, 2 dozen small sponges, 3 
dozen large sponges, 2 abd. dressings; 

Extra Sterile Linen—3 gowns, 4 caps and masks, 3 
packages small sponges, packages large sponges, 1 pack- 
age lap sponges, 3 abd. dressings, 1 lap sheet, 1 perineal 
sheet; 

Rubber Goods—Rubber sheet for operating table, rub- 
ber apron, rubber tubing for drains, rubber catheters (2 
glass ones), rubber gloves (6 pairs), sterile saline bag, 
sterile brushes. 

Other Supplies—1 ether mask, mouth gags, tongue 
forceps, etc., 3 dozen safety pins, adhesive, 4 sterile 
brushes, nest of 7 sterile basins, 4 glasses for iodine, car- 
bolic, ete., usual lap instruments, perineorrhaphy instru- 
ments if needed, pan for boiling instruments, pan lifters, 
razor. 

Drugs — Emergency box containing hypodermic 
syringe, morphine, strychninne, nitroglycerine, atropine, 
ete., bottle of lysol, bottle of carbolic, 95%, bottle Tr. 
green soap, bottle of alcohol, 95%, bottle of Tr. iodine, 
bottle of benzoin, bottle of soft soap, bottle of bichloride 
tablets, bottle of saline, bottle of sterile vaseline, bottle of 
unsterile vaseline, 3 pounds ether, 1 pound chloroform. 

Suture Material—Plain catgut; No. 1, 3 tubes, No. 2, 
6 tubes; No. 3, 6 tubes; chromic, No. 1, 3 tubes; No. 2, 6 
tubes; No. 3, 6 tubes; silkworm gut, 1 doz. strands; silk or 
linen for skin, 6 strands; horse hair, one-half strand; 
kangaroo tenon, 2 tubes. 

When the call came, we packed our suitcases (consult- 
ing our list) dropped the folded operating table and stir- 
rups into a canvas bag and put all of these things in the 
doctor’s 7-passenger car. Often we took a nurse along 
for the case and drove from 10 to 50 miles. 

On arriving at the home we put our instruments on 
to boil, set up the operating table, covered floor if var- 
nished, with newspapers, and tables also, if it was the 
ordinary library table, then unpinned the “Lap”, set, piled 
extra linen near, set adhesive, Lysol, carbolic, vaseline, 
ete., on nearby windows. Put ether, mouth gags, tongue 
forceps, mask, unsterile vaseline, cap and gown on chair 
for anaesthetist; opened nest of 7 basins and put 6 on 
kitchen table for scrubbing and one on sterile table for 
hot saline. On the kitchen table we also put soft soap, 
brushes, bichloride and lysol solution for hands. One 
rapid survey that everything was as handy as possible, we 
placed some pans or basins on floor for soiled sponges, and 
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the patient, to whom the ordinary hypodermic of morphine 
and atropine had been given one-half hour previously, was 
carried in by the doctors. 

The doctor began the anaesthetic and the surgeon 
assistant and sterile nurse began scrubbing up. 

The operation was very much like that in the hospital 
excepting there wasn’t any oxygen, extra help for emer- 
gencies, or many of the things we consider absolutely 
necessary for our major operations. 

You wonder at the large number of suppiies. Well, 
oftentimes another member of the family or a neighbor 
who needed some surgical work done made up their mind 
to have it done right then. 

You fancy the operation a long tedious process. Not 
so, for we were scarcely ever more than an hour in the 
home. The case was turned over to the family doctor, and 
the nurse on the case took charge of the patient. 

Of course, the majority of the operations were emer- 
gency appendectomy, strangulated hernia, etc., but we also 
did hysterectomys, gastroenterostomy, neglected repairing 
of perineum and visceroptosis. 

Some of the trips were exciting. For instance one 
morning we were called at 3:30 for an emergency appen- 
dectomy and asked to hurry. We started at day break, ate 
some sandwiches on the way, followed the windings of 
the Ambro River near the edge of a woods, forded three 
streams, and after 35 miles, reached a little backwoods 
cabin, set up our things in the parlor and had to have 
some one kill flies to keep them away from the field of 
operation. The appendix had ruptured so we put in 
drains, and left, feeling that our patient would surely die. 
But she recovered, and rather quickly too. 

Country operating is certainly pioneer work, interest- 
ing, thrilling, and strenuous because the greater the risk, 
the more the strain tells on the nerves of the surgeon and 
nurse, and both are worn out on their return. 

—Sadie Daley, ’19, St. John’s Hospital, 
Springfield, TI. 


A NURSE’S PRAYER. 

In a well known hospital in one of our foremost 
cities Leona Woods is busy caring for her patients. Her 
winning ways, her pleasant smile, and her untiring efforts 
to sueceor the sick made her the idol of the patients 
and at all times commanded the respect of visitors. The 
good Sisters watch her in silence and frequently thank 
God for her presence. 

The sun was shedding its last radiant rays and was 
bidd'ng the world good-by for ‘that day, when Number 5 
rang the bell. Teona, who had watched the sun go down 
in reverend silence hastily answered the call. With a 
pleasant “Good evening” she entered Number 5, a few 
words of cheer and then she attended to the wants of the 
patient. who was rather a good looking lad of twenty- 
four. His demeanor was that of a perfect gentleman, he 
was a christian and pleasing in language and manners. 
He was telling Miss Woods that he was looking for « 
letter from home. Leona told him she wished that he 
would receive it soonm—Home, O how sweet that word 
sounded to her, she remembered her home just faintly, 
where she used to play with her brother, scenes of child- 
hood seemingly forgotten, are now passing vividly before 
her eyes. When only seven years of age her parents mov- 
ed west, leaving her with an Aunt, she never heard from 
them again. In vain she searched for them, her daily 
prayer was that God may lead her to her parents, to her 
brother. With tears in her eyes she left the young man’s 
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room; the Sisters noticed it, they asked for the cause f 
her sorrow. In simple language she told the story. In 
words of encouragement, as only these good Sisters can, 
they imbued her with new hopes. Making her final 
rounds for the day and bidding her patients good night, 
she went to the chapel for her usual night prayer. 


The following morning refreshed by a good night’s 
rest, she, with the rising sun, tiptoed her way from one 
patient’s door to the other, and as the day was unfold- 
ing itself, one after another of her patients was greetel 
by Leona. About nine o’clock the ever welcome mail 
man arrived, there was a letter for Number 5. Almost as 
glad as if the letter belonged to her, Leona hastened with 
it to room 5. The letter was opened without loss of time 
and the recipient smiled gratefully as he devoured the 
news from home and loved ones. Silently Leona watched 
him. He looked up at her and asked her if she was get- 
ting letters from home too? She shook her head and 
told him of her plight. He took his letter and passed it 
to her and told her to read it. With trembling hands she 
took it and began to read, the moisture in her eyes be- 
trayed her emotion and as she read line after line a pear- 
ly tear would trickle from her eyes. At last she turned 
the leaf over, she was at the finis of the missive. Her 
eyes flashed back and forth from the young man to the 
letter, how the closing of the letter touched her! and 
when she read: “from your loving parents Mr. and Mrs. 
James Wood,” she involuntarily fell upon her knees say- 
ing, “Thank God, I have found my brother.” She fondly 
kissed the young man’s hand and affectionately carress- 
ed him. “Please pardon me my newly found brother, I 
must bring the good news to my beloved Sisters.” He 
was so surprised, he could scarcely believe, but he was 
happy. With quickened step Leona went in search for 
the Sisters and when she found them her happiness knew 
no bounds. She explained and when she had finished her 
story, she fell on her knees and thanked God for hav 
ing granted her prayers. 

G. E. L. 


St. Francis Hospital, Wichita, Kansas. 


NURSES’ ANNUAL CHRISTMAS PARTY. 

St. Mary’s Hospital Nurses at Minneapolis, Minn., 
were guests at the annual Christmas party held in the 
assembly hall of the hospital on the evening of December 
21st. Due to the generosity of the doctors who contri- 
buted the decorated tree and gifts for the Sisters, nurses 
and interns and the untiring efforts of the Sisters, Christ- 
mas and the pleasure of it will remain throughout the year. 
Long after the Christmas bells cease to ring, the mem- 
ories of that December night loom up to remind us of 
the debt of gratitude we owe the doctors who are so will- 
ing and interested in making the training school a place 
of peace, content and happiness. 


NURSES’ CHRISTMAS TREE, ST. MARY’S HOSPITAL, MINNEAPOLIS, MINN., DONATED BY THE STAFF. 


The program consisted of music, reading and piano 
selections. Favorite Christmas carols were sung by all 
present. The gifts were arranged at the foot of a large 
tree, from which the presents were distributed. Santa 
Claus was impersonated by Mr. Marcus Shelander, vatho- 
logist of the institution, who arrived amid the jingling 
of bells and much laughter. 

A beautifully decorated card in the uppermost 
branches of the tree bore the inscription: Christmas all 
year; one hundred dollars for books and periodicals, ‘don- 
ated by the staff. The books will be placed in the library 
to which the Sisters, interns and nurses will havé access 
at all times. At intervals during the entertainment, mov- 
ing pictures were taken by two of the nurses. Ice cream 
and cake were plentiful. The party was declared a great 
success and one that will be long remembered. 

GIVE FARWELL PARTY TO NURSES. 

The members of the Social Club of St. Mary’s Hos- 
pital, Racine, Wis., were hostesses on December 26th at 
a “farewell” given to three of the student nurses. The 
young ladies left the hospital to enter the Congregation 
of the Sisters of St. Francis, at St. Louis, by whom the 
school and hospital are conducted. 

Promptly at seven o’clock in the evening, the mem- 
bers of the alumnae, graduates and pupil nurses assembl- 
ed for a banquet in the nurses’ dining room which was 
especially decorated for the occasion. Following the 
banquet, the guests went to the reception hall where a 
fine program was rendered. A quartette of nurses ren- 
dered music for the occasion. Music and dancing brought 
the evening to a close. .The parting number was an 
original composition entitled “The Farewell Song,” by 
Miss Alice H. Sorenson. 

TRAINING SCHOOL CURRICULUM OF ST. 

JOSEPH’S HOSPITAL, MENOMINEE, MICH. 

St. Joseph’s Hospital is offering the students of the 
training school a very complete course of instruction, em- 
bracing both practical and theoretical work. The course 
is intended to cover the three-year period and covers 450 
hours of instruction in the theoretical section alone. The 
outline of the course is as follows: 

Outline of Practical Work. 


Medical nursing of men and women............ 6 months 
Surgical nursing of men and women........... 6 months 
Nursing in diseases of infants and children.... 6 months 
Obstetrics, mothers and babies................ 4 months 
es ccc rr ebhak 660 ess 65s c'eres 4 months 
SY NE IIS kbp oc Ao Wie 00.00.5140 wd000 68 1 month 
es bench Core vo keke Noes + 6Gieee dee 1 month 
ih cok ie athe naveykhweed see.coueie 3 months 
RE ns nhs bed se wadsacnee 6 months 
Ne ae Be ee Eis os kis win nha whi 2 months 


Theoretical Instruction. 
First Year. 
Anatomy and physiology........ 1-hour period, 40 hours 
NS citwad weawe cite xin'e alls 2-hour period, 50 hours 
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GRADUATION CLASS OF 1921. 

Interesting exercises marked the graduation of eleven 
young ladies from the Good Samaritan Training Schoo) 
for Nurses, Zanesville, Ohio, Tuesday afternoon, October 
4th. The members of the class are the following: 

The Misses Frances Osterle, Marietta, O.; Margaret 
Napier, Crooksville, O.; Hazel Bletzacher, Junction City, 
O.; Frances Tobin, Union City, Ind.; Louise Schroeder, 
Cincinnati, O.; Mildred Scott, Chicago, Ill.; Marie Coyne, 
New Straitsville, O.; Helen Myers, Zanesville, O.; Mar- 
guerite Reynolds, Zanesville; Margaret Switzer, Zanes- 
ville; Sister M. Liboria, Good Samaritan Hospital. 

At 2:30 P. M. the privileged ones entered the tastily 
decorated Chapel to the festive strains of the grand organ. 
“Just for Today” was well rendered by the choir. Rev. 
E. J. Gahle delivered an eloquent and practical address to 
the graduates, eulogizing particularly the dignity of the 
profession. This was followed by a hymn of Thanks- 
giving to the Sacred Heart. Rev. J. J. Cahalan, Chap- 
lain of the hospital, presented the Diplomas and Medals. 





NURSES’ LECTURES FOR 1921-1922. 

St. Mary’s Infirmary, at Galveston, Tex., has outlined 
the schedule of lectures and classes for the next year for 
the school of nursing. The lectures which are intended 
for junior, intermediate and senior classes are as follows: 


PROGRESS 


The exercises closed with solemn Benediction of the 
Blessed Sacrament. 

The Graduates and guests repaired to St. Elizabeth’s 
Hall, where a reception was tendered them. The hall was 
most tastily decorated for the occasion, with the class 
colors, “old gold and nile green.” 

The Kilarney rose and banks of fern produced a very 
pretty effect. An interesting program was rendered by 
the graduates, including addresses by Rev. E. J. Gahle, 
Rev. J. J. Cahalan, and Dr. H. T. Sutton. 

The following afternoon the graduates were initiated 
in the Alumnae, and in the evening a delightful “Spread” 
was enjoyed by all. 


THE NURSES’ RETREAT AT THE GOOD SAMARI- 
TAN HOSPITAL. 

Autumn is here and the school-term begins. What 
more beautiful season for retreat than this, when all 
nature is crowned in its glory of red and yellow. Is it not 
a time when our thoughts, leaving the beautiful sunshine 
of summer behind, turn to the seriousness of life? 


And so it was—that on Tuesday morning September 
twenty-sixth, the Student Nurses of the Good Samaritar 
Training School arose from their beds, dressed quietly 
and solemnly filed into the little chapel, dedicated to the 
Sacred Heart, to hear a series of most instructive lec- 
tures, delivered by Rev. Eugene Gehl, of St. Francis, Wis. 
Our retreat opened Monday evening and closed Friday 
morning. We were given four lectures daily, closing eacr 
day with Benediction of the Blessed Sacrament. 

Fortunately all the members of the training schoc! 
happened to be Catholics this year, and the Sisters made 
every possible effort for the nurses to attend the exer- 
cises. During meals one of the Sisters read to us on 
the beauty of living a Christian Life. I well remember 
on entering the Training School, of the Nurses speaking 
of the coming “Retreat”. I looked with dread and horror 
upon those days of “Silence and Solitude”. But now as I 
look back I wonder where my dread came from. To have 
my faults and short-comings pointed out to me by one 
who has had a world of experience in dealing with the 
lives of those in my profession, who has seen the many 
dangers which we must daily encounter. I have only to 
thank Almighty God for being so good to me as to give 
me this great privilege of making four Retreats. 


CURRICULUM OF JUNIOR CLASS. 


INSTRUCTOR 


Dr. J. S. Jones 

Dr. W. Kleberg 

Dr. G. Delany 

Dr. L. E. Chapman ... 


Sister M. Adrian 


SUBJECT 


Physiology 

Materia Medica 

Practical Nursing and 
Nursing Ethics 


Dr. H. R. Robinson ... 
Bacteriology and Pathology . Dr. J. L. Jinkins 
Surgical Nursing and Oper- 
ating Room Technique.... 
Materia Medica and 
Therapeutics 
Dietetics 


Dr. W. Gammon 


Dr. L. E. Chapman ... 
Dr. Lee Rice 


Dietitian 
Sr. M. Crysostom 
Sr. 


Practical Dietetics 
Practical Nursing 


No. of Class Lectures 


INTERMEDIATE CLASS 
2 


Duration of Day and Hour 
Mon. 7:30-8:30 p.m. 
Tues. 7:00-8:00 p.m. 
Thurs. 4:00-5:00 p.m. 
Frid. 7:30-8:30 p. m. 
30 Hours Mons. 3:15-4:15 p.m. 
Oct.-Mar. 
Oct.-Feb. 


Mons. 2:00-3:00 p.m. 
Weds. 3:00-4:00 p.m. 


Thurs. 3:00-4:00 p.m. 

Frids. 7:30-8:30 p.m. 

Thurs. 7:00-8:00 p.m. 

Sats. 7:00-8:00 p.m. 

Frids. 3:15-4:15 p.m. 

Days selected. 
Jan.-May Weds. 7:00-8:00 p.m. 
Oct.-May 


Demonstrations . 
Hours 


SENIOR CLASS 


Pediatrics 

Nervous and Mental 
Diseases 

Medical Nursing 


Bandaging 

Nursing and Diseases of Eye 

Nursing and Diseases of Ear, 
Nose and Throat 

Pharmacy 

Roentgenology 


. S. M. Morris 


. A. J. Dickson 
. W. E. Huddleston . 
. Crutchfield 


Massage Sister Superintendent . 


Oct.-Feb. Tues. 4:00-5:00 p.m. 


Wedns. 6:00-7:00 p.m. 
Frids. 5:36-6:30 p.m. 
Thurs. 3:00-4:00 p.m. 


Sats. 7:00-8:00 p.m. 
Tues. 7:30-8:30 p.m. 


Weds. 7:00-8:00 p.m. 
Days selected. 


15 Hours 
Jan.-Mar. 
Oct.-May 
Feb.-May 


Mar.-May 
Oct.-Feb. 


15 Hours and 
Demonstrations 
8H 

15 Hours 


Jan.-May 
Feb.-Mar. 


Jan.-Mar. 


6 Lectures and 
Demonstrations 

15 Practical 
Exercises 


Note: Each nurse, in turn, serves two months in Diet kitchen, X-ray and Pathological laboratories. 


Hours selected. 











Since the nurse in practice is the Doctor’s special 
representative in the sick-room, she should be as intelli- 
gent, observing, quick, gentle and sympathetic as he is 
supposed to be. How can she possess these qualities, if 
the underlying cause is not founded on “faith”? 

Retreats then are necessary “stepping stones” that 
lead to our success in life. Now that I have graduated 
and left my “Alma Mater,” there is a singular fascination 
in thinking of the three days’ retreat conducted by Father 
Gehl.—Marguerite Reynolds. 


CANCER OF THE LARGE BOWEL. 
(Concluded from Page 81) 

cases and the facility with which operative treatment 
may be pursued. I believe that the statistics for the 
next six years will be more valuable; that we may be 
able to follow all the cases that are treated in the hos- 
pital and that we will find that this story of high mortal- 
ity and death rate will be reversed. 


REFERENCES. 


Charles N. Dowd, Annals of Surgery, Vol. LXXI, PP155. 
Arthur Dean Bevan, Section on Surgery, 1920, A. M. A. 
Harold Stiles, British Medical Journal, Vol. XXIX, PPI, 1921. 


CATHOLIC HOSPITALS LISTED AS “STANDARD” 
IN 1921 BY AMERICAN COLLEGE OF SURGEONS. 
(Concluded from January) 
Minnesota. 
St. Joseph’s Hospital, St. Paul. 
St. Mary’s Hospital, Duluth. 
St. Mary’s Hospital, Minneapolis. 
St. Mary’s Hospital, Rochester. 
Missouri. 
Alexian Brothers’ Hospital, St. Louis. 
St. Anthony’s Hospital, St. Louis. 
St. John’s Hospital, St. Louis. 
St. Joseph’s Hospital, Kansas City. 
*St. Louis Mullanphy, St. Louis. 
St. Mary’s Hospital, Kansas City. 
St. Mary’s Infirmary, St. Louis. 
Montana. 
Columbus Hospital, Great Falls. 
St. James’ Hospital, Butte. 
St. Patrick’s Hospital, Missoula. 
Nebraska. 
St. Elizabeth’s Hospital, Lincoln. 
St. Francis Hospital, Grand Island. 
St. Joseph’s Hospital, Omaha. 
*St. Mary’s Hospital, Columbus. 
New Hampshire. 
St. Joseph’s Hospital, Nashua. 
New Jersey. 
*Alexian Brothers’ Hospital, Elizabeth. 
St. Elizabeth’s Hospital, Elizabeth. 
St. Francis Hospital, Trenton. 
*St. Joseph’s Hospital, Paterson. 
*St. Mary’s Hospital, Hoboken. 
*St. Michael’s Hospital, Newark. 








































New York. 

Buffalo Hospital of Sisters of Charity, Buffalo. 
French Benevolent Hospital, New York. 
Holy Family Hospital, Brooklyn. 
Misericordia Hospital, New York. 
Mt. St. Mary’s Hospital, Niagara Falls. 
*New York Foundling Home, New York City. 
St. Catherine’s Hospital, Brooklyn. 
St. Francis Hospital, New York City. 
St. John’s cag em Long Island. 
*St. Joseph’s Hospital, _ 
St. Mary’s Hospital, Brooklyn. 
*St. Mary’s Hospital, Rochester. 
*St. Peter’s Hospital, Albany. 
*St. Peter’s Hospital, Brooklyn. 
St. Vincent’s Hospital, New York. 
Troy Hospital, Troy. 

North Dakota. 
St. Alexius’ Hospital, Bismarck. 
St. John’s Hospital, Fargo. 

Ohio. 

Good Samaritan Hospital, Cincinnati. 
Good Samaritan Hospital, Zanesville. 
Hawkes Hospital of Mount Carmel, Columbus. 
*Mercy Hospital, Hamilton. 
St. Alexis Hospital, Cleveland. 
St. Elizabeth’s Hospital, Youngstown. 
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St. Francis Hospital, Columbus. 
St. John’s Hospital, Cleveland. 
St. Mary’s Hospital, Cincinnati. 
St. Rita’s Hospital, Lima. 


St. Vincent’s Hospital, Cleveland. 
St. Vincent’s Hospital, Toledo. 
Oklahoma. 
St. Anthony’s Hospital, Oklahoma. 
Oregon. 
St. Vincent’s Hospital, Portland. 
Pennsylvania. 


Mercy Hospital, Johnstown. 
Mercy Hospital, Pittsburgh. 
Mercy Hospital, Wilkes-Barre. 
Misericordia Hospital, Philadelphia. 
Pittsburgh Hospital, Pittsburgh (Sisters of Charity). 
Sacred Heart Hospital, Allentown. 
St. Agnes Hospital, Philadelphia. 
St. Francis Hospital, Pittsburgh. 
*St. John’s General Hospital, Pittsburgh. 
*St. Joseph’s Hospital, Lancaster. 
St. Joseph’s Hospital, Philadelphia. 
St. Joseph’s Hospital, Pittsburgh. 
St. Mary’s Hospital, Philadelphia. 
St. Vincent’s Hospital, Erie. 
Rhode Island. 
St. Joseph’s Hospital, Providence. 
South Dakota. 
McKenna Hospital, Sioux Falls, 
*St. Luke’s Hospital, Aberdeen. 
Tennessee. 
St. Joseph’s Hospital, Memphis. 
St. Thomas Hospital, Nashville. 
Texas. 
Providence Hospital, Waco. 
St. Joseph’s Infirmary, Fort Worth. 
St. Joseph’s Infirmary, Houston. 
St. Mary’s Infirmary, Galveston. 
St. Paul’s Sanitarium, Dallas. 
Santa Rosa Infirmary, San Antonio. 
Temple Sanitarium, — 


tah. 
Holy Cross Hospital, Salt Lake City. 
Virginia. 
St. Vincent’s Hospital, Norfolk. 
Washington. 

Columbus Sanitarium, Seattle. 

Providence Hospital, Seattle. 

Sacred Heart Hospital, Spokane. 

St. Elizabeth’s Hospital, North Yakima. 

St. Joseph’s Hospital, Tacoma. 

West Virginia. 

St. Mary’s Hospital, Clarksburg. 

*Wheeling Hospital, Wheeling. 

Wisconsin. 

Sacred Heart Hospital, Eau Claire. 

St. Agnes’ Hospital, Fond du Lac. 

St. Francis Hospital, LaCrosse. 

St. Joseph’s Hospital, Marshfield. 

St. Joseph’s Hospital, Milwaukee. 

St. Mary’s Hospital, Green Bay. 

*St. Mary’s Hospital, Superior. 

CANADA. 
Alberta. 
*General Hospital, Edmonton. 
Holy Cross Hospital, Calgary. 
British Columbia. 
St. Joseph’s Hospital, Victoria. 
St. Paul’s Hospital, Vancouver. 
Manitoba. 
Misericordia Hospital, Winnipeg. 
St. Boniface Hospital, St. Boniface. 
Nova Scotia. 

St. Joseph’s Hospital, Glace Bay. 

tario. 

Hotel Dieu, Kingston. 

St. Michael’s Hospital, Toronto. 

Quebec. 

Hotel Dieu, Montreal. 

Notre Dame Hospital, Montreal. 

Saskatchewan. 

Grey Nun’s Hospital, Regina. 

St. Paul’s Hospital, Saskatoon. 
Note—The above list shows that practically 33 per cent of 
the 568 hospitals now meeting the minimum stand- 
ard of the American College of Surgeons are Sis- 
ters’ hospitals. 
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This Department of the Magazine is intended for sub- 
scribers who have problems which trouble them. The edi- 
tors will reply to questions which they can answer and to 
other questions they will obtain’ replies from competent 
authorities. Letters must invariably be signed with the 
full name of the inquirer, not necessarily for publication, 
but as evidence of identity and good faith. The privilege 
of printing any reply is reserved. Address, Hospital 
































Progress, 1212 Majestic Building, Milwaukee, Wis. 
QUESTION BOX. 
107. Q:—Where and when is the 1922 Convention of 


the Association to be held? 

A:—These questions will be decided by the Executive 
Board toward the end of January, and will be announced 
in HOSPITAL PROGRESS. 

108. Q:—How long should a nurse have service in 
the operating room? How long in the drug room? 

A:—Some hospitals allow four months in the operat- 
ing room and one month in the drug room. 

109. Q:—Has the Association adopted a standard of 
hospital records? 

A:—No. In this issue of HOSPITAL PROGRESS 
you will find part of the transactions of the conference 
on records, held at the 1921 Convention. The remainder 
will be published in the March issue. The discussion will 
inform you of some of the difficulties to be encountered 
in this work. 

110. Q:—Where may we get copies of the Code of 
Ethics and an article on this subject? 

A:—Address Rev. M. P. Bourke, St. Joseph’s Sani- 
tarium, Ann Arbor, Mich. 

111. Q:—Are the heads of different departments to 
attend the doctors’ staff meetings. 

A:—The doctors decide that question. In some places 
the Superior and the Sisters in charge of the operating 
rooms and floors are present. 


DICTIONARY OF MEDICAL TERMS. 
(Essential Knowledge for Intelligent Nursing.) 
(Being Extracts from the Hospital Diary of Whimsical 
patient—Mr. Dooley.) 

Patient—A subject for the amusement of doctors, in- 
struction of nurses and sympathy of friends; a minor 
detail of hospital routine. 

Surgeon—Type of mentality prone to interior ex- 
amination. 

Diagnosis—Head-on collision of fancies and facts. 
Standardized expression of mental toss-up. 

Nursing—Species of hard luck; kind of mania result- 
ing from misdirected ambition. 

Nurse—An object on whom the Sisters may exercise 
the right of free speech; Syn.—serf; slave; (to a pretty 
sick patient) angel, seraphim. 

Sister—See Terror; also, Transcendent figure mid- 
way between Heaven and Earth. 

Ward—Select assortment of miseries promiscuously 
arranged. 

Private Room—Repository for more select and tem- 

peramental miseries. 

Graduate Nurse—Person of queenly manner, bored 
expression and high importance; goal of unutterable am- 
bition; end of a perfect day. 

Bed clothes—Paramount issue; arrangement orf same 
of greater importance than the patient. 

Orders—Eccentricities of authorities wished on nurses 
and patients. 

Hospital Rules—Variegated effusions of insanity. 

Ether—Temporary cure for insomnia; opportunity for 
free use of scalpels. 

Death—Expedient for covering up a mistake; means 
of escape from the doctors. 

Temperature—Forebodings of the life to come; ex- 
cuse to awaken patients before daylight and provide com- 
pany for the night nurses. 

Pulse—Beginning of the end; 
concentration in the nurses. 

Corpse—Specimen of humanity somewhat deterior- 
ated, rather cold and surely stiff; excuse for a famiiy 


scheme for developing 
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reunion (the undertaker being sober and the rest enjoying 
a good time). 

Probationer—-Young woman of excellent qualities and 
highest ideals, but in the first stages of misunderstanding. 

Morphine—Popular means of keeping patients quiet 
over nurse’s half-day. 

Trays—Agglomeration of alleged foodstuffs to teach 
patients the value of good digestion. 

Orderly—An ill fated derelict in despair of a job; a 
convenience for nurses in passing the buck; see Cuckoo. 

Intern—A promising white egg confined to the in- 
cubator; chick that has not started to scratch. 

Medical Student—A unicellular idea anxious to “evo- 
lute’”’. 

Pill—Simple and inexpensive medium to impress the 
patient with the wonders of science and assure them they 
are getting attention; see Doctor. 

Clinic—A. low form of comedy surrounded with high 
sounding phrases; grim system of amusement. 

Training—A three year succession of bed spreads, hot 
air and scoldings; see Slavery; Syn.—fortitude; patience; 
longsuffering. 

Wrinkle—An occasional innocent mishap occurring in 
bed spreads which result in dire calamity to the nearest 
student nurse. 

Graduation—The end of existence; the beginning of 
life; the life dream of a courageous heart; the happy 
terminus of a long tedious journey where the trials of 
the past are forgotten in the unfolding joys of the future. 

Smile—Stereotyped facial contortion used by nurses 
on a patient during serious illness; by doctors when an 
operation is secured; when made by patients it is an in- 
articulate lie. 

Convalescence—Period of sunrise when nurses become 
absent, doctors pat themselves on the back, and patients 
begin to think about the bills; replacement of physical 
suffering with mental. 

Night Duty—State of affairs in which the nurses 
sleep well and the patients are restless. 

Spread—Light covering for a heavy heart. 

Rest—Profound peace and ecstatic joy experienced by 
patients in being aroused at 5 A. M. for temperature, 
washing before daylight, breakfasting before appetite, 
punched, sounded and asked foolish questions by doctors, 
perpetual smoothing of bed clothes, spasmodic incursions 
of medicine trays, effusions of sympathy sob stuff by fussy 
visitors, lights out at sun down and midnight chorus from 
the diet kitchens. 

Materia Medica—Species of dope injected into medical 
students. Reaction is immediate, causing sensation of 
extreme altitude, disassociation from earthly creatures 
eruption of mustaches, disdain of the natural and inflation 
of the chest. Continued injection over a period of many 
years produces symptoms diametrically opposite. 


Disillusioned. 

Patient (awaking from the effect of ether, with a 
deep sigh): “These appendicitis operations are also not 
what they are cracked up to be!” 

Another Definition. 

“It says here in the paper that Dr. Jones is a patho- 
logist. What does that mean, dad?” 

“A pathologist, my boy, is a doctor who invents dis- 
eases for other doctors to cure.”—New York Sun. 


A DREARY DAY. 


To a student nurse who after greeting an ex-patient 
remarked: “What a dreary day!” (It was raining with 
out and dark within) the following lines were written 
séance tenant. 

It’s not a sky that’s cloudy 

That makes the world seem blue, 
’Cause when you’re bright and cheery, 
The sunshine can shine thru. 


So when you feel the pressure 
Come rolling down with care 
Just compare your lot a moment 
With that fellow’s over there. 


Oh! it’s all in how you take things 

And I’d rather smile than frown. 

Even if things do go backward 

And the world seems upside down. 
—“Kettel.” 














